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Five Years of Heart Disease in Hawaii 


MORTON E. BERK, M.D., and ALFRED S. HARTWELL, M.D. 
HONOLULU 


HOMAS SYDENHAM .?¥ in his ‘Description 

of Diseases’’ states: “In writing, therefore, a 
history of diseases, every philosophical hypothesis 
which has prepossessed the writer in its favour, 
ought to be totally laid aside, and then the mani- 
fest and natural phenomena of diseases, however 
minute, must be noted with the utmost accuracy, 
imitating in this the great exactness of painters, 
who, in their pictures, copy the smallest spots or 
moles in the originals.” 


In an effort to ascertain the importance of the 
various types of heart disease in Hawaii, it was 
decided to study the hospital admissions of all 
cases of heart disease over a five-year period. We 
fully realize that such a study is inadequate be- 
cause many cardiac cases are not admitted to hos- 
pitals, and hospital admissions are not sufficient 
indication of the prevalence or incidence of cer- 
tain types of heart disease in the Territory, such 
as those due to rheumatic fever. This study was 
done in four Honolulu civilian hospitals and in- 
cludes cases admitted from January 1, 1942 to 
December 31, 1946, inclusive. It was our par- 
ticular desire to determine the importance of 
rheumatic fever and rheumatic heart disease as a 
hospital problem in Honolulu, as it has been our 
impression that the attention paid to this group 
in the past has been negligible. A preliminary 
study of heart disease in an outpatient department 
has previously been reported.? Prior to the out- 
patient clinic report, only two definite references 
to rheumatic heart disease in Hawaii had been 
made. The first* was made by Dr. Henry C. 
Gotshalk at a clinical pathological conference of 
The Queen’s Hospital in 1938, at which time he 
described a case of acute rheumatic carditis and 
bacterial endocarditis with Aschoff nodules found 
at autopsy. The second was a case reported by 
Drs. Doolittle and Tilden in 1941.4 Interestingly 
enough, a third reference ® to probable rheumatic 
heart disease was found in the 1904 transactions 
of the Territorial Medical Society. Here mention 
is made of a case of ‘“‘Articular Rheumatism with 


“Read “before the 58th Annual Meeting of the Hawaii Territorial 
Medical Association, May 7, 1948. 


1 Sydenham, T.: The Entire Wotks of Thomas Sydenham, 4th Edi- 
tion, translated by John Swan, M.D. R. Cave, London, 1763. 

2 Hartwell A. S and Lo: . J.: Heart Diseases in Hawaii; Hawa 
M. J. 3:71 (Nov.-Dec.), 1943. 

3 Gotshalk, H.: Personal communication. 

# Doolittle, S. E., and Tilden, I. L.: Rheumatic Heart Disease in 
Hawaii; Hawai M. J. 1:7 (Sept.), 1941. 

5 Transactions of Thirteenth Annual Meeting of Hawaiian Terri- 
torial Medical Society, 1904. 


Endocarditis” which was presented at The Queen’s 
Hospital. 


Method of Study 


The records were obtained from The Queen’s 
Hospital, St. Francis Hospital, Kuakini Hospital, 
and Kauikeolani Children’s Hospital. Cases 
chosen were those in which there was no doubt 
of the diagnosis of heart disease. This of necessity 
meant discarding numerous records. Approxi- 
mately 65 per cent of the charts reviewed con- 
tained insufficient data for adequate diagnosis and 
were therefore not used. In the cases accepted the 
following criteria were utilized singly or in com- 
bination: 1. A clear-cut history and physical exami- 
nation by a competent physician. 2. Roentgeno- 
graphic proof of heart disease. 3. Electrocardio- 
grams consistent with the clinical diagnosis. 
4, Examination of necropsy material. 

For the study of rheumatic fever and rheumatic 
heart disease, the following data were noted: Age, 
sex, race, electrocardiograms, roentgenograms, 
total number of hospital admissions, total number 
of hospital days, number of hospital days per 
patient and the summary of the important 
necropsy material. Considerable detail regarding 
the clinical picture and cardiac lesions will be re- 
ported elsewhere. 


For the syphilitic, congenital, and hypertensive 
cardiovascular disease groups, we noted the age, 
sex, race, clinical picture, electrocardiograms, 
roentgenograms, number of hospital admissions 
and number of hospital days. In the large number 
of patients that had arteriosclerotic heart disease 
with or without hypertension, a detailed analysis 
was not done, as this was considered beyond the 
scope of our study. A small group of patients 
with miscellaneous diseases of the heart was tabu- 
lated. The racial distribution was compared to 
the normal racial distribution in the Territory. 


Material 


The population of the Territory of Hawaii in 
1944 was 492,379. The racial distribution is 
given in Table 1. The total number of cases 
studied was 1,269. These patients stayed in the 
hospital 32,795 days and comprised 1,826 ad- 
missions. The number of patients, hospital days, 
and hospital admissions of the different etiological 
groups of heart disease is shown in Table 2. 
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Total Admissions, Patients and Days. The im- 
portant fact in this table (Table 2) concerns the 
rheumatic group. This is the only one of the 
groups in which the number of hospital days is 
large in proportion to the total number of patients 
and admissions. It is evident that rheumatics re- 
quired longer hospitalization per patient ad- 
mission than patients with other types of heart 
disease. 


Korean ------------- 6,970----llz 
Porto Rican--- 8,932----14« 
Hawaiian -----11,802 ----24% 
Chinese ------- 29,815 ---6.2% 
Filipino --------- 47,863 ----9.8% 
Mixed ----------- 60,047 ----124% 
Caucavian----l62,864--332« 
Japanese ----- 164,268 ---33.5% 


TABLE 1.—Population by racial groups, Territory of 
Hawaii, 1944. 
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TABLE 2.—Total number of patients with heart dis- 
ease, admissions for heart disease, and days in the hos- 
pital for heart disease, for each etiologic type of cardiac 
disorder in Hawaii. 


Rheumatic Disease by Age Groups. Table 3 
shows the ages of 218 rheumatics in five-year 
groups. The number of deaths in each group is 
indicated in black. The larger number in younger 
age groups is consistent with figures reported 
elsewhere.® As anticipated, 129, or 59 per cent, 
were females. 

Racial Incidence of Rheumatic Disease. The 
racial incidence of rheumatic disease is illustrated 


~ 6 Hedley, “O. F.: Heart Disease in oe Cardiac Clinics; 
U.S. Public Health Bulletin No. 268, 194 
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in Table 4. The larger number in the Puerto 
Rican, Hawaiian and especially in the Mixed 
groups, in proportion to the total population, is 
obvious. Eighty-two per cent of the Mixed group 
were Part- smeranien. It is significant that almost 1 
out of every 4 patients with rheumatic fever or 
rheumatic heart disease, admitted to one of the 
four hospitals in this five year period, died. 


HUMBER OF 
PATIENTS 


I- Deathy 
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/ 
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TABLE 3.—Age distribution of incidence and deaths, 


rheumatic fever and rheumatic heart disease in Hawaii. 
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Fatality= 235% 


Xrays = 1S at 104 





Normal— ||! 
EC Gy 87¢Normal33 











LLL WAXED PALL /// ER PAR /// 777) 























Peceent? 4°46 8 10 i2 14 16 18 20 22 24 26 28 30 34 


TABLE 4.—Racial distribution of cases of rheumatic 
heart disease in Hawaii compared with racial distribu 
tion of the general population. 


The larger proportion of Puerto Ricans, Ha 
waiians and patients of Mixed ancestry in com 


parison to the population percentages of the Terri- 


tory as a whole is obvious. 

Congenital Heart Disease. This chart (Tabl 
5) shows the racial percentage of the 47 patient 
with congenital heart disease which we studied 
It was of interest to us to note that the incidenc 
was highest in the Mixed ancestry group whet 
compared on a percentage basis with other popu 
lation groups. 

Racial Incidence in Hypertensive Cardiovascula 
Disease. ‘Che racial incidence of 409 cases of hy 
pertensive cardiovascular disease is illustrated ir 
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Table 6. The increased occurrence in Hawaiian, 
Chinese and Caucasian groups should be noted. 
The low incidence in Filipinos and Japanese is 
also of interest. The fatality of the hypertensive 
group was 30.5 per cent. 





i Total Patient, 47 
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| _ Fatality 49, * 
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TABLE 5.—Racial percentage of patients with con- 
genital heart disease. 


Patientr=409 
am Deathy = 125. 
| Fatality = 30.5% 
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had been previously reported.* The other two 
cases were patients operated on for chronic con- 
strictive pericarditis. Both recovered. 


av 
———Hypertensive Cardiovascular Dueave 
o-——-eHypertensive Arteriosclerotic Disease 
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TABLE 7.—Age group distribution of degenerative 
heart disease in Hawaii. 
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TABLE 6.—Racial distribution of cases of hypertensive 
cardiovascular disease compared with racial distribution 
of the general population. 


Degenerative Heart Diseases. The age incidence 
by decades of patients with degenerative heart 
disease is graphically shown in Table 7. The 
figures are what one would expect. The fatality 
was 33.3 per cent. 

Syphilitic Heart Disease. The racial incidence 
by percentage of 29 patients with syphilitic heart 
disease is indicated in Table 8. The high in- 
cidence in Hawaiians as contrasted to their popu- 
lation percentage in the Territory is startling! 

Miscellaneous Heart Diseases. Thirty-eight 
patients with miscellaneous cardiac diagnoses are 
shown in Table 9. Three cases are of particular 
interest. One patient developed acute pericarditis 
shortly after thiouracil therapy for severe thyro- 
toxicosis had been instituted. This complication 


ease in Hawaii compared with racial distribution of the 
general population. 


Discussion 


The incidence and prevalence of heart disease 
as defined by Dublin * is not indicated here, but 
an idea of the importance of these cardiac diseases 
in the hospital admissions in the Territory of 
Hawaii is presented. We have calculated the per- 
centage of admissions by races and found them to 
be approximately the same as the population per- 
centages for the Territory shown in Table 1.° 

It was discouraging to find such a wealth of clin- 
ical material with inadequate data. At least 65 
per cent of the records reviewed were discarded 
for this reason. For example, in 538 consecutive 


7 Curtis Bain, C. W.: Pericarditis and Complete _ Block during 
Thiouracil Therapy; Brit. Heart Jour. 7:1 (Jan.), 

§ Paul, John R.: Epidemiology of Rheumatic Vacs acme 
Life Insurance Company, 2nd Edition, 1943, pp. 129, 136. 

® Figures on racial admissions were only available for two years 
from two hospitals. They were by percentage Caucasian 40.9, Japanese 
33.5, Hawaiian and Mixed (combined) 12.0, Chinese 6.2, Filipino 
6.0, Korean 1.6 and Puerto Rican 0.8. 
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charts studied, only one hundred and ninety in- 
cluded sufficient information to justify the dis- 
charge diagnosis. 


TABLE 9.—Miscellaneous varieties of heart disease 
encountered in the series. 


Arrhythmias alone 
Auricular tachycardia............ 
Auricular fibrillation... 
Nodal tachycardia....... ‘is ” 
TRE TIO racer siccicnsery ses renennvorssinsarnnenscbantasoaisenbaaaboetdenes 
Infections 
eee. | RCT TTT EE 2 
Purulent myocarditis.................... palaanbies 
Diphtherial myocarditis.... vee ae 
INN  SIIIIUIOID sseceiranccescsssssssscerstckiccuivinsnsetectebiecdsrrensenesis 1 
Metabolic disorders 
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Vitamin deficiency 
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Miscellaneous 
Chronic constrictive pericarditis with surgical cure 
Cor pulmonale............ : 
Calcific aortic stenosis.......... 
Disseminated lupus erythema 
Uncertain 
Lutembacher’s syndrome?.......... nhaednenanianees 
Bundle branch block, ?cause...............--.-+.-ss--sseesees 
Patients—38. 
Deaths—9. 














The importance of rheumatic fever and rheu- 
matic heart disease as a hospital problem in the 
Territory of Hawaii may be appreciated when it 
is realized that patients with these diseases repre- 
sent 17.1 per cent of these carefully surveyed 
cardiac cases, and that their fatality rate was 23.5 
per cent. It is pertinent that in the one year heart 
survey conducted in a Honolulu outpatient clinic 
by Hartwell and Lam,” the incidence of rheumatic 
heart disease was 17.5 per cent. This problem 
therefore is much the same here as in the southern 
states.'1° The 218 rheumatic cases were admitted 
330 times. This is 0.4 per cent of the 81,949 
medical admissions to the four hospitals concerned 
during the five year period. 

It is our firm belief that rheumatic fever and 
rheumatic heart disease need more attention in 
this community and that the problems they pre- 
sent should enlist the interest of physicians, hos- 
pitals, social agencies and the general populace. 
The opening of a rheumatic fever ward at the 
Children’s Hospital was a forward step and 
should receive community support. 

It is a sad commentary that in the United States 
as a whole public interest in various chronic 
diseases is often inversely proportional to their 
importance. As Hench ef al.'' have so aptly 
quoted, ‘The greater the need, the less the pub- 
lic’s support.” Their statistical tables show that 
in one year’s time there was $94 available for 
each of 175,000 patients afflicted with poliomyeli- 
tis, whereas in the same year only 3 cents was 
10 Hench P S.- Baner, W.: Boland. E. W.; Crain, D. C.; Frey- 
berg, R. H.; Graham, W.; Holbrook, W. P.; Lockie, L. M.; McEwen, 
C.; Rosenberg, E. F.; and Stecher, R. M.: Rheumatism and Arthritis: 
Review of American and English Literature of Recent Years (Ninth 


Rheumatism Review); Part I; Ann. Int. Med. 32:95 (Jan.), 1948. 
1 Idem: Part Il; Ann. Int. Med. 32:309 (Mar.), 1948. 
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raised for each of 3,700,000 patients with heart 
disease! 


Summary 


1. The records of patients with heart disease 
admitted to 4 Honolulu hospitals during a five 
year period are reviewed. 

2. Of 81,949 medical admissions only 1,269 
charts of cardiac patients contained sufficient data 
to make an accurate cardiac diagnosis. These were 
analyzed as to etiology, racial incidence, number 
of admissions, duration of hospital stay, fatality 
rate and pertinent clinical data. 

3. Points of importance concerning racial in- 
cidence, age distribution and a break-down of 
etiologic groups are shown graphically. 

4, Patients with rheumatic fever and rheumatic 
heart disease comprised 17.1 per cent of the total 
number of cases. The fatality rate in this group 
was 23.5 per cent. 

5. A plea is made for more complete hospital 
records on cardiac cases, and for increased inter- 
est in the problems presented by patients with 
rheumatic fever and rheumatic heart disease in 
the hospitals of the Territory of Hawaii. 


The Medical Group, 1133 Punchbowl Street 
The Clinic, 881 S. Hotel Street 


Discussion 


Dr. HENRY C. GOTSHALK: I would like to congratu- 
late Drs. Berk and Hartwell on their five-year survey of 
heart disease in the major Honolulu hospitals. This type 
of basic study makes apparent some of the more essen- 
tial medical problems of the community. It becomes 
obvious from this survey that the care of the rheumatic 
fever and the rheumatic heart patient has been much 
neglected. Rheumatic fever in Hawaii usually has very 
mild clinical manifestations, and it is highly probable 
that only the severe cases are hospitalized. This fact 
seems to explain the statement that “approximately one 
out of every four patients with rheumatic fever or rheu- 
matic heart disease in the four hospitals, died.” 

A comparison of the mortality statistics with other 
sections of the country gives us some idea of our prob- 
lem. In the New England states, where the incidence 
of rheumatic fever is high, the average mortality figure 
was 22.7 per hundred thousand over the period of 5 
years (1941 to 1945). In California, the average mor- 
tality figure was 18.2 during the same period. In Texas 
8.2 and in Hawaii 7.4 per hundred thousand. Unfortu- 
nately, there are no morbidity statistics in Hawaii avail- 
able for comparison. 

Some progress has been made on a program designed 
to give adequate care to the victims of rheumatic fever. 
Recently the Board of Health has subsidized a ward at 
the Children’s Hospital for this purpose. It has also 
made rheumatic fever a reportable disease, in an effort 
to increase our knowledge of its prevalence here. At 
this time, little is being done in the way of convalescent 
and rehabilitation care. It is hoped that the Hawaii Heart 
Association, now in the processes of being formed, will 
undertake this problem as one of its first major projects. 
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Psychodynamic Electrotherapy 
A New Psychiatric Modality 


J. ROBERT JACOBSON, M.D. 
KANEOHE 


HE last thirteen years have witnessed a rather 

remarkable change in the practice of psychia- 
try, due to the introduction of the shock treat- 
ments. In 1935, Von Meduna introduced metra- 
zol therapy. Sakel introduced insulin shock, and 
Moniz in Portugal introduced lobotomy. Later, 
lectric shock treatment replaced metrazol as the 
nethod of inducing convulsive seizures. Sodium 
imytal and sodium pentothal came in as useful 
hemical agents for altering brain function so as 
to make the individual more accessible to psycho- 
therapy. These somatic modalities have brought 
about a profound change in psychiatric thinking. 
They have helped to dignify the place of psy- 
chiatry in medicine. The psychiatrist can look 
upon psychiatric phenomena as related to brain 
function and can aim at brain changes through 
the use of specific somatic agents. In this way he 
can bring about significant personality improve- 
ments. 

The customary course of electric shock treat- 
ment consists of 10 to 15 treatments given three 
times a week. One or two courses constitute the 
extent of clinical treatment. One felt the need 
for including appropriate psychotherapy with an 
adequate psychological approach to go along with 
the physiological cerebral alteratives. For this 
reason I have for some time organized the admin- 
istration of electric shock treatment so that before 
each treatment the patient knew why he was being 
treated, and what were the goals of therapy. He 
was told what was wrong with his behavior and 
in what way he must change his manner of be- 
having. The electric shock treatment setting was 
employed as a powerful environmental force for 
motivating a return to social orientation. Electro- 
convulsive therapy was a crude tool for this pur- 
pose because the patient became unconscious, had 
memory loss for the suggestions given him, and 
developed a relative indifference to the originally 
unpleasant phases of the treatment. 

In 1946, Dr. Liberson presented the Brief 
Stimulus Apparatus as a superior instrument for 
administering a convulsive seizure. He claimed 





From the Tertitorial Hospital. 


a before the Honolulu County Medical Society, December 3, 
1948. 


that the seizure was less violent, the post-convul- 
sive coma shorter, and the post-convulsive 
memory loss and disturbance of thinking markedly 
reduced. I have made use of the greater flexibility 
of this machine to administer an electric current 
which resulted in a strongly disagreeable central 
reaction without any significant impairment of 
consciousness. This procedure proved to be far 
superior to electric shock treatment as an agent for 
enormously increasing environmental pressure so 
as to alter social motivation. 


Technique 


A continuous current is administered ranging 
from 50 to 200 m.a. Various positions of the 
electrode change the intensity of the central re- 
action. The least intense results occur when the 
indifferent electrode is placed over the vertex, the 
active electrode over the left frontal area. Bi- 
frontal application of both electrodes results in a 
more intense central reaction and bi-parietal ap- 
plication results in the most intense. Occasionally 
the subconvulsive administration may spill over 
into a full grand mal seizure. The current is 
administered for 3 to 5 seconds and repeated at 
intervals as often as the therapist deems necessary. 
Treatments are given twice weekly. 

Individuals vary markedly in their reaction to 
the treatment. Some are excessively sensitive and 
develop marked panic reactions. At times a 
delirioid reaction appears in which the individual 
is hysterically out of contact, rolling his eyes and 
threshing about. Other patients are relatively in- 
sensitive and quite stoical so that the current has 
to be increased and the electrodes placed at the 
bi-parietal areas to elicit appropriate central re- 
actions. In the course of the treatment.the patients 
become desensitized and are much more stoical. 
They describe the central reactiong as “hot,” 
“vibrates,” “hurts.” The writer has experienced 
the treatment himself and would describe it as 
a weird overwhelming vibratory reaction which 
leaves one helpless. There is also the sensation of 
numerous pin-point burning spots on the scalp. 

Before the treatment is given the patient is told 
that it is going to be disagreeable, unavoidably 
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so. The important thing is the patient's ability to 
meet the experience with the help of the doctor. 
The patient’s cooperation will reduce the discom- 
fort to the minimum and enhance the effectiveness 
of the therapy. The doctor is sure the patient 
wants to get well and go home, and the doctor 
shares this desire. If the patient and doctor work 
together the treatment will be successful. In 
order to set a suitable goal it is necessary to know 
the patient, his life situation and his behavior on 
the ward. Reports are secured from the nurse, 
the attendants and the occupational therapist. This 
information is pooled and some immediate prac- 
tical goal is then set. 

The goal set varies with the type of illness 
and the pattern of the behavior disturbance. To 
the anxious depressed patient one points out the 
parallel between his troubles, the painfulness of 
his feeling-states of anxiety and depression, and 
their analogy to the painful physical stimulation. 
If he can develop an ability to endure more 
stoically the present painful stimulus, he can also 
learn to become more stoical toward the painful 
affective states associated with his personal diffi- 
culties. 

The indifferent patient is given the goal of 
becoming more energetic and working harder. 
The hostile patient is influenced to become more 
friendly and cooperative. Rigid, withdrawn, un- 
responsive patients are given the goal of becoming 
more friendly and responsive. Patients with a 
tendency to emotional oscillations are given goals 
of stabilization. Patients who show a tendency 
toward panic reactions are influenced to develop 
more courage. 


TABLE 1.—Results of psychodynamic electrotherapy in 
161 cases of mental illness. 


IMPROVEMENT 





; 2 
- xy 
. sy & 
DIAGNOSIS J » 3s & r 
Ee S = S = S32 
= a, a = = Za 
Schizophrenic, Chronic ............ 75 9 4 41 21 23 
Schizophrenic, Acute, 
After Electric Shock... .......... 27 3 2 22 20 
Schizophrenic, Acute, 
Before Electric Shock....... .... 5 4 
Manic Depressed, Acute.......... 9 1 8 7 
ae ee 2 1 1 
Involutional Paranoid and 
Paranoid Condition, Acute.. 13 1 1 11 9 
Involutional Paranoid, 
EE | iccareemiommnsieons, 1 1 
Senile Paranoid ... 1 1 
Psychoneurosis  ..........--s.-0------+-+- 4 1 3 4 
Psychosis with Mental 
eee 3 3 3 
TINIE. dippastntetpineniiaiieneenntine 1 1 
Behavior Disorders, Epileptics 4 1 3 1 
Psychopathic Personality ........ 16 1 15 14 
EEE nitactenbainminenitiad tial 161 11 10 51 89 82 
Results 


This treatment has proved effective in acute 
schizophrenics who show residual personality de- 
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fects after customary forms of shock therapy. Con- 
valescence is materially accelerated and the stay 
at the hospital shortened in such patients. The 
patient who has remained somewhat rigid, with- 
drawn and relatively unresponsive shows marked 
response to therapy. He loosens up, becomes 
much more friendly and responsive, and shows a 
better quality of spontaneity and energy in work- 
ing. 

Patients with residual apathy, emotional flatten- 
ing and a lack of energy, become noticeably more 
alert, more energetic and more brisk. No doubt 
one of the factors that motivates the patient to 
become more energetic is the fear of the un- 
pleasant form of treatment; but there appears to 
be in addition a physiological effect, presumably 
from stimulation of the sympathetic nervous sys- 
tem. Patients repeatedly state that they feel better, 
have more energy and can think better. 

Patients with residual rigidity and hostility re- 
spond well to this form of treatment. The hostility 
disappears and in its place an attachment to the 
doctor, the nurse and the attendants develops. 
The friendliness of patients who have been treated 
with the psychodynamic modality is one of the 
prominent features of the treatment results. 

A number of chronic schizophrenics who had 
failed to respond to all forms of shock treatment 
responded markedly to this therapy. As will be 
seen from the chart, 21 out of 75 such cases 
showed marked improvement and 41 showed 
moderate improvement. Twenty-three discharged. 

In acute schizophrenics whose illness had lasted 
less than two years, 22 out of 27 showed marked 
improvement and 20 were discharged. In 
manic depressive psychosis the psychodynamic 
modality has value in those cases where residual 
personality defects continue after the customary 
electric shock treatment has been given. Eight 
out of 9 cases treated showed marked improve- 
ment and 7 were discharged. One striking re- 
sponse was secured in a chronic manic who had 
had extensive shock treatment and lobotomy. She 
was in an extreme state of emaciation, but quieted 
down, gained five pounds the first week and is 


now preconvalescent. 


This therapy has been strikingly effective in the 
involutional paranoid and in paranoid conditions 
where orthodox shock treatment is so ineffectual. 
In 14 cases treated 12 showed marked improve- 
ment, 10 are out of the hospital. This therapy 
has proved almost specific for the antisocial atti- 
tude of the psychopathic personality. Repeatedly 
the aggressive, uncooperative attitude of the hos- 
tile psychopath has been modified and a friendly, 
cooperative, pleasant attitude secured. There is no 
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claim that the essential criminal tendencies have 
been altered. In most cases these patients were 
returned to prison or the training schools. 

One case is of especial interest. This boy was 
sent from the training school to the Territorial 
Hospital with an acute psychosis which responded 
to shock therapy. He remained, however, ag- 
gressive, uncooperative, and irresponsible. He 
had never learned to read or write. The psycho- 
dynamic electrical stimulation was employed to 
test experimentally the writer's observation from 
his work in the elementary schools that the pri- 
mary basis of poor school learning is warped social 
orientation and motivation. This fifteen-year-old 
boy was taught by the nurse, with the electrical 
stimulation furnishing a strong biological reen- 
forcement of the boy’s poor motivation to learn. 
He became careful and reflective in the language 
situation, and slowly but surely began to learn to 
read, write and spell. 

It is my opinion that the effectiveness of this 
therapy does emphasize the powerful effect of 
appropriate environmental stimulation on brain 
function. When this boy was motivated to be 
careful, to make an adequate effort, to become 
proud of achievement and chagrined at failure, 
he began to reflect and learn. More important 
than his achievement in the two R’s, the funda- 
mental basis of his psychopathic traits was being 
influenced. He was becoming careful of conse- 
quences, and responsible, and was incorporating 
constructive social goals. 

This form of therapy is seemingly specific for 
the behavior disorder of the mental defective with 
aggressiveness, uncooperativeness and wilfulness. 
Three such cases showed marked improvement 
and were discharged. Two cases of hysterical 
fugue responded promptly to a short period of 
treatment. This suggests possible therapy of hys- 
terical amnesia, hemiplegia, blindness, etc. All 
four of the psychoneurotics treated responded to 
treatment and were discharged. Fourteen alco- 
holics were given a short course of electric shock 
treatment followed by psychodynamic electro- 
therapy. We have information in 9 cases. Six out 
of the 9 have not returned to use of alcohol for 
1 to 2 months. The others have. 
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Exclusive of the alcoholics, in a total of 161 
patients treated since May, 1948, a total of 140 
showed moderate to marked improvement and 82 
of these have been discharged. 


Comments and Summary 


This form of therapy does create a situation 
where constructive suggestion becomes powerfully 
effective in altering the orientation of the patient 
toward society. The doctor becomes an authorita- 
tive figure whose guidance and support bring 
back contact with the environment in patients 
who at the beginning of treatment were com- 
pletely out of contact. It is most effective where 
other forms of shock treatment have been pre- 
viously employed. The purely somatic modality 
appears to facilitate the responsiveness to the psy- 
chodynamic modality. I regard the person as a 
functioning organ which represents the focus of 
cortical function. Personal orientation to society 
determines the pattern of brain function and any 
change in social orientation profoundly alters the 
pattern of behavior. The disagreeable central re- 
action breaks up the patient’s defensive with- 
drawal from the environment and makes him 
susceptible to constructive suggestion. 

Patient delineation of a personal goal is essential 
to successful therapy. The relative ease with 
which apparently malignant psychotic patterns are 
altered indicate that the bizarre delusions and 
other abnormal mental phenomena are secondary 
to the malignant social orientation. Psychody- 
namic electrotherapy has proved effective in alter- 
ing that social orientation and thus materially 
modifying the psychotic patterns. 

Since the inauguration of this therapy in May, 
1948, psychiatric practice at the Territorial Hos- 
pital has been revolutionized. We now think 
psycho-physiologically of treatment possibilities 
for the patient. We utilize electro-convulsive and 
insulin shock treatments as primarily physiological 
cerebral alteratives and then employ psychody- 
namic electro-therapy as an added primarily psy- 
chotherapeutic modality which adds materially to 
the total success in treatment. 











Fatal Renal Failure Following Transfusion of Compatible Blood 
and Excessive Intravenous Administration of Fluids 


M. GERUNDO, M.D. 
HONOLULU 


T IS common belief among general practition- 

ers that a blood transfusion, if it does no good, 
at least does no harm. That this view is not cor- 
rect is demonstrated by numerous reports in the 
literature which clearly point that under certain 
circumstances, a transfusion of compatible blood 
may lead to disastrous consequences for the 
patient. It is true, however, that the number of 
such complications is small when compared to 
the total number of transfusions given, and that 
with the exercise of a little care, it may become 
still smaller. 

I have had the opportunity to study within a 
very short period of time four cases, all of which 
showed some albumin in the urine before trans- 
fusion, and in which, following blood trans- 
fusion, there developed such alarming symptoms 
as drowsiness, mental confusion, rising temper- 
ature, leucocytosis, and oliguria, albuminuria and 
cylindruria. At autopsy, all presented the same 
picture: anasarca, pulmonary edema, and edema 
and congestion of kidneys. The latter showed 
definite signs of previous impairment and sclerosis, 
varying only in degree. 


Case Reports 


CasE 1.—A Filipino laborer was admitted to the 
hospital with a diagnosis of partial bowel obstruction. 
On admission, the blood count was 4,000,000 red cells, 
78% hemoglobin, 9,400 white cells; the urine showed a 
trace of albumin and a few red cells in the sediment. 

The day before the operation, he was given intra- 
venously 1000 ml. of 5% glucose in normal saline and 
500 ml. of glucose in lactate solution. At that time, 
another urinalysis still showed trace of albumin and red 
cells in the sediment. The day of the operation, he was 
given 500 ml. of 5% glucose in normal saline, 1000 ml. 
of 5% glucose in lactate solution, 250 ml. of plasma, 
500 ml. of blood and finally 1000 ml. of 5% glucose in 
normal saline: in all, 3250 ml. of fluids. The next day 
he was given 2000 ml. of 5% glucose in normal saline 
and 500 ml. of plasma. A urinalysis in this same day 
showed albumin 4+ and numerous granular casts in the 
sediment. Although it was not measured, the output of 
urine was decreased. In spite of these findings, the 

From the Department of Laboratories, Hilo Memorial Hospital, 


Hilo, Hawaii. Pathologist at St. Francis Hospital, Honolulu, until 
Nov., 1948. 


Read before the 58th Annual Meeting of the Hawaii Territorial 
Medical Association, May 7, 1948. 


second day after operation he was given 2000 ml. of 5% 
glucose in normal saline and one unit of plasma. Follow- 
ing the administration of plasma, the patient had chills 
and a temperature of 101° F. The third day, he was 
given another 2000 ml. of 5% glucose in normal saline 
and 1000 ml. of plasma; the fourth day, he was given 
1000 ml. of glucose and one unit of plasma; the fifth 
day, he was given 1000 ml. of glucose in normal saline 
and one unit of plasma. During the afternoon of the 
same day, the patient became dyspneic, expectorated 
blood tinged sputum and developed fever of 103° F. 
He died in the course of a few hours. 


Microscopic Examination 


The kidneys show pronounced sclerosis which distorts 
or breaks the continuity of many collecting tubules. The 
glomeruli show various degrees of degeneration from 
matting of the tufts to complete obliteration and sclero- 
sis. The tubules are mostly swollen, the epithelium de- 
tached, and the lumina filled with amorphous cast ma- 
terial. Pigment is present inside cells of convoluted and 
collecting tubules as well as extracellularly or in large 
blocks inside the lumina. Here and there, there is a 
moderate infiltration with round cells. 


CASE 2.—A 54-year-old man was admitted to the hos- 
pital with the diagnosis of carcinoma of the rectum. 
At admission, blood pressure was 144/84; the lungs 
were clear, heart not enlarged and with regular rhythm. 
Urinalysis showed: specific gravity of 1.016, 2+ albu- 
min and few granular casts. Blood count showed: red 
cells 3,400,000, hemoglobin 75%, white cells 6,850. 
Eagle test positive. Wassermann test positive. Blood 
chemistry showed: NPN 60 mgm.; total protein 4.3 
gm., albumin 3.6, globulin 0.7, A/G ratio 5:1; chlorides 
525 mgm. 

Because of poor nutritional status, he was given a 
first transfusion of 500 ml. of blood. Next day the tem- 
perature rose to 100° F. and the urinalysis showed albu- 
min 4+ and numerous granular casts in the sediment. 
Three days after the first transfusion, he received an- 
other transfusion of 500 ml. of blood, following which 
the temperature rose to 101°. Blood proteins were 7.4 
gm., albumin 2.5 gym., globulin 4.9 gm., A/G ratio 
O.3:1. 

He was given three more blood transfusions, which 
failed, however, to raise the red blood count. The white 
cell count rose to 15,000. The day of the operation, he 
was given a transfusion of 1000 ml. of blood, an intra- 
venous infusion of 1000 ml. of 5% glucose in normal 
saline and 1000 ml. of plasma. Two hours after the 
operation, the blood pressure was unobtainable, the api- 
cal pulse was 100. Another transfusion of 500 ml. of 
blood was begun, but was discontinued immediately be- 
cause of the semi-comatose condition of the patient, 
who expired the same day. 
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Microscopic Examination 

The kidneys show many glomeruli in various stages 
of degeneration. Those glomeruli which are still intact 
show marked congestion of the capillary tufts. The tu- 
sules are edematous and in many areas they contain 
either packed blood cells or masses of pigment. All 
throughout the vessels are extremely congested. There 
ire areas of round cell infiltration around the glomeruli 
ind around the convoluted tubules. Most of the cells 
ire lymphocytes, but polymorphonuclears are fairly com- 
non. 


CasE 3.—A 56-year-old man was admitted to the hos- 
»ital with a complaint of general weakness, loss of appe- 
ite, soreness of joints and swelling of the left knee and 
oot. A urinalysis two months before the last admission 
1ad shown albumin 3+ and numerous fine granular 
asts. At this time, urinalysis showed a specific gravity 
f 1.010, albumin 3+, and numerous casts and blood 
ells in the sediment. The blood count was 2,260,000 
ed cells with 47% hemoglobin and 22,000 white cells 
vith a percentage of 90 polymorphonuclears. 

Because of the anemia, the patient was given a first 
lood transfusion, following which he developed tremor 
f the hands and mental confusion. He was treated with 
salicylates for several days and with 300,000 units of 
venicillin. A second blood transfusion was given a few 
lays later. Six hours later, the patient had convulsions 
and the temperature rose to 101° F. A check of typing, 
including the Rh factor, was made, but revealed that 
there was complete compatibility between donor’s and 
patient’s bloods. Next day another blood transfusion 
was given. Four hours later, the patient appeared some- 
what lethargic and apparently had difficulty in swallow- 
ing. Blood creatinine was 12 mgm. and NPN 139 mgm. 
Stools became tarry. 

The following few days, the patient was given 1000 
ml. of 5% glucose in normal saline intravenously each 
day, but in spite of the administration of fluids, urine 
output decreased sharply. A final blood transfusion was 
given, but the patient died soon afterward. 


Microscopic Examination 

The kidneys are very sclerotic. Many glomeruli have 
been replaced by fibrous tissue and those which are in- 
tact show various stages of congestion or degeneration. 
Those tubules which have not been destroyed by the 
process of sclerosis contain amorphous or cellular cast 
material and oceasional pigment masses. The cells of 
the tubules are edematous and are either degenerating 
or laden with pigment. The vessels have thick walls 
and narrow lumen, and the renal stroma is infiltrated 
with round cells. 

CasE 4.—A 36-year-old man was admitted to the hos- 
pital with a diagnosis of acute appendicitis and operated 
upon immediately. At the time of admission, he com- 
plained of great difficulty in voiding, but this difficulty 
was attributed to the severe pain in the right lower 
quadrant of the abdomen. Urinalysis showed only a 
trace of albumin and no casts. 

Because of exudate present on the peritoneal surface 
of the appendix, the patient was given 1 gram of sulfa- 
nilamide and kept on this treatment for forty-eight 
hours. The patient did well for the first twenty-four 
hours, but because of a decrease of red blood cells from 
4,800,000 at admission to 3,600,000 on the third day, 
he was given a blood transfusion on the fourth post- 
operative day. Following the transfusion, urinalysis 
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showed albumin 3+ and numerous granular casts. Dur- 
ing the next days, the patient was given five blood trans- 
fusions of 500 ml. each and intravenous infusions of 
10% glucose or 5% glucose in normal saline in amounts 
varying from 1 liter to 2 liters daily. As the white count 
rose to a high of 38,000 and remained usually between 
25,000 and 30,000 cells, sulfadiazine and penicillin were 
also administered to the patient. During this time, the 
output of urine decreased sharply, but no exact figures 
are available. Urinalysis showed albumin 4+, numerous 
coarse and fine granular casts, some waxy casts. 

The patient died on the eighth day following ad- 
mission. 

Microscopic Examination 
Changes in the glomeruli are those usually asso- 

ciated with chronic glomerulonephritis. The tufts are 
matted together or are shrunken and the capillaries are 
collapsed; only occasionally the cells appear edematous. 
Beside these findings, one occasionally sees pigment 
inside the cells or free cells in the capsule space. Many 
times the epithelium lining the capsule is detached or 
broken and lies in the space together with some amor- 
phous material. The convoluted tubules are edematous 
and many cell nuclei stain either very palely or not at 
all. Very often the cells contain granules of pigment. 
The lumina of the convoluted tubules, as well as those 
of the collecting tubules contain amorphous matter, pig- 
ment or cast material. 


Discussion 


In all the four cases described above, there 
was some evidence of kidney damage before the 
transfusion, not sufficient, however, to give a 
clear warning. Daniels, Leonard and Holtzman ! 
reported thirteen cases of renal insufficiency fol- 
lowing transfusion. Many of their cases de- 
veloped uremia after transfusion of compatible 
blood. At the autopsy table, outstanding lesions 
were edema of the lungs and enlarged, deeply 
congested, edematous kidneys. The authors point 
out the frequency of leucocytosis, nausea, vomit- 
ing and oliguria. 

Dardinski * is of the opinion that the mechan- 
ism of oliguria or anuria may be toxic injury, 
pigment obstruction of renal tubules, acute 
nephrosis, hemoglobin infarctions and distention 
of tubular system by masses of hemoglobin pig- 
ment in the tubules in presence of acid urine. 
Campbell and Stickney * believe that in order to 
have functional renal insufficiency following a 
transfusion, there must be a previous impairment 
of renal function. 

Ayer * and Ayer and Gauld ° have studied renal 


1 Daniels, W. B., Leonard, B. W., and Holtzman, S.: Renal in- 
sufficiency following transfusion; report of 13 cases, J. A. M. A. 
116:1208 (Mar. 22), 1941. 

* Dardinski, V. J.: Pathology of anuria, Am. J. Clin. Path. 15:286 
(July), 1945. 

3 Campbell, D. C., and Stickney, J. M.: Acute renal failure after 
gastric hemorrhage, and blood transfusion. Proc. Staff Meet. Mayo 
Clin. 17:145 (Mar. 11), 1942. 

* Ayer, D.: Renal lesions associated with deep jaundice, Arch. 
Path. 30:26 (July), 1940. 

5 Ayer, G. D., and Gauld, A. G.: Uremia following blood trans- 
fusion. Arch. Path. 33:513 (Apr.). 1942. 
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lesions associated with deep jaundice and with 
uremia following blood transfusion. According 
to these authors, there is strong similarity between 
the renal lesions in deep jaundice and those fol- 
lowing blood transfusion. Casts of pigment or 
granular material present in the tubules, edema 
of the epithelium, heavy leucocytic infiltration 
and edema of the interstitial tissue are findings 
common to both syndromes. 

In three of the four cases described above fluids 
were given in addition to blood transfusion even 
after urinalysis had shown presence of albumin 
and casts. 

Bauer ® warns against indiscriminate adminis- 
tration of fluids by the intravenous route to pro- 
mote diuresis and points out the danger of cerebral 
or pulmonary edema in case the glomerular filter 
is impaired. Rhoads* points out that post-oper- 
ative salt intolerance is an established fact and 
that amounts of salts easily excreted by a normal 
individual lead to salt retention and edema if 
administered immediately after major surgical 
procedure. Carlyle Cooke ® in discussing some 
chemical problems confronting the surgeon points 
out that a normal healthy individual will not take 
over 15 grams of salt in 24 hours. Yet many 
patients receive 2000 and sometimes 4000 ml. of 
saline daily, that is, from 18 to 36 grams of salt 
daily. Of course, if the kidneys are healthy, the 
body will finally eliminate excessive salt and 
excessive fluids but in case of intravenous admin- 
istration, salt will pass quickly to the tissues before 
it reaches the kidneys, therefore favoring retention 
of water and catabolites. 

It seems rather clear that once renal function 
has been impaired by blood transfusion, intrave- 
nous administration of glucose or saline or even 
plasma only make the matter worse. 

The movement of fluid between blood and 
tissue, according to Moon,® depends upon the 
action of several factors, including capillary blood 
pressure, osmotic pressure, electrolytic concentra- 
tions, hormonal substances and others. The 
presence of a normal semipermeable membrane, 
endothelium, is necessary to preserve the balance 
between intravascular and extravascular fluids. 

It is generally accepted by many practitioners 
that administrations of plasma together with other 
fluids may restore plasma proteins of the patient 
and thus prevent retention of water by the tissues. 
Hypoproteinemia, which often occurs in patients 





® Bauer, J.: Dangers of indiscriminate forcing of fluids, Med. Rec. 
(Mar. 19), 

7 Rhoads, C. P.: Studies - © ee with gastric cancer, J. Nat. 
Cancer Inst. 7:333 (April), 

8 Cooke, G. C.: Some fee oe, Seetensing the sur- 
geon, South Med. and Surg. 102:165 (Apr.), 

® Moon, V. H.: The vascular and cellular il of shock, Am. 
J. Med. Sc. 203:1 (Jan.), 1942. 
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after surgical operations, is not, however, a cause 
of edema per se.° Unless adequate salt and water 
supply is present, a low plasma albumin will not 
result in edema.'! Andrus '* has pointed out that 
administration of saline infusions will increase 
the escape of proteins from the blood stream. 
Such condition of hypoproteinemia associated 
with excessive water administration may only be 
detrimental to the patient under treatment and 
favor visceral edemas. 

Abbott }* points out in his excellent review of 
fluid balance that even when colloid osmotic 
pressure has been greatly increased by plasma or 
blood, fluid will not be drawn back into the cir- 
culation. Normal exchange of fluids may be 
affected because capillary permeability is increased 
by anoxia, drugs or inflammation or because of 
failure of the kidneys to excrete water and salt 
in a normal fashion. 

Allen +4 states that in absence of organic 
diseases, limit of tolerance for saline solutions is 
high. The lungs are the weakest point in the cir- 
culation and pulmonary edema may be the most 
dramatic outcome of saline infusions in case of 
traumatic shock or renal insufficiency. 

Of course, for the general practitioner it is not 
sufficient to point out the danger of transfusion 
and intravenous administration of fluids, but it is 
necessary to indicate how such danger may be 
avoided. A very simple procedure, to my mind, 
is to make repeated examinations of urine before 
and after transfusion and to take into consider- 
ation specific gravity, presence of albumin, red 
cells and casts. A heavy trace of albumin, appear- 
ing and persisting after a blood transfusion of a 
patient who has a known renal lesion or trace of 
albumin, should discourage from any further at- 
tempt of hemotherapy. To determine the degree 
of hydration, Metger, Herr and Levy ' suggest 
taking into account hematocrit values, plasma pro- 
teins, red cells and hemoglobin and weight. Shaw 
and Smith '® suggest hematocrit readings and de- 
terminations of plasma proteins and plasma 
chlorides in order to control intravenous infusions 
of saline or glucose solutions. Abbott '* points 
out, however, that changes in distribution of water 
and salts may be very imperceptible, unless they 


10 Caster, D.: The problem of i. in surgical patients, 
Surg. Gynec. Obst. 72:178 (Feb. 1), 

1 Himsworth, P.: Protein metabo in relation to disease, 
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14 Allen, F. M.: Theory and > - pam excessive fluid admin- 
istration, Am. J. Surg. 61:79 (July), 1943 
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are referred to total body water and salts. Physical 
examination may give already a good indication 
of the state of the patient, as for example, appear- 
ance of tongue, elasticity of skin, tension of the 
eyeballs. Furthermore the mental alertness, turgor 
of the skin, weight and sensation of thirst of the 
patient are factors to be taken into consideration 
together with changes in amount and specific 
gravity of urine. He believes that too much 
reliance is placed on isolated determinations of 
concentrations of substances in the blood, espe- 
cially chloride and proteins. 


In conclusion, it appears evident that blood 
transfusion and administration of fluids to patients 
with renal impairment should not be carried out 
or should be carried out with extreme caution and 
that constant vigilance is necessary to prevent 
fatal complications. 


Summary 


Four cases are presented in which fatal renal 
complications followed compatible blood trans- 
fusions. In three of them, additional intravenous 
administration of fluids helped aggravate the situ- 
ation. It is suggested that blood transfusions and 
forcing of fluids be avoided in patients already 
showing signs of renal impairment. Determina- 
tion of hematocrit values, plasma proteins and 
plasma chlorides may be helpful in studying water 
metabolism. 


Discussion 


LEON E. MERMOD, M.D.: There is a progressive aware- 
ness among physicians in general that transfusions of 
compatible blood are not always innocuous procedures. 
A relatively small percentage of patients are definitely 
injured by infusions of blood. As our knowledge in- 
creases concerning certain factors, we will be able to 
foresee in which patients difficulty may be encountered, 
and be prepared to deal with it both prophylactically 
and therapeutically when the occasion arises. 

Dr. Gerundo has well covered the subject of the pos- 
sible danger attending transfusions in cases wherein 
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there may be some previous renal damage. We are, at 
present, unable to foretell which nephritic will exhibit 
dangerous reactions. We know that many cases of glo- 
merulonephritis, lipoid nephrosis and others of the same 
type, can and do receive repeated transfusions of blood 
and plasma without adverse incident. It is probable 
that there must be present an additional factor to pre- 
cipitate such an outcome to transfusion. 

I would like to refer you to the article by Dr. Tracy 
B. Mallory, entitled “Hemoglobinuric Nephrosis in 
Traumatic Shock,” which appeared in the American 
Journal of Clinical Pathology, June 1947. Also I refer to 
the article by Muirhead and associates entitled “Acute 
Renal Insufficiency due to Incompatible Transfusions,” 
published in Blood, special issue No. 2, January, 1948. 

Mallory discusses the syndrome of renal insufficiency 
following resuscitation from shock with or without 
transfusions of compatible blood and plasma. This syn- 
drome has variously been called lower nephron nephrosis 
or hemoglobinuric nephrosis, and may develop in va- 
rious conditions in which shock occurs. Clinically, the 
patient, having suffered either external or internal 
trauma, is seen in shock; the shock is treated by trans- 
fusions of blood, plasma, or even electrolytes. Subse- 
quently the patient develops oliguria, restlessness, and 
edema, and may become anuric. Frequently death super- 
venes. The pathological changes are found primarily in 
the lower nephron, the collecting and distal convoluted 
tubules. Pigment casts are almost always present. Degen- 
eration of the epithelium may occur before regeneration 
takes place. In previously undamaged kidneys, the glo- 
meruli are relatively unaffected. These typical changes 
were found in Dr. Gerundo’s cases. 

In the cases described this evening, there was marked 
shock in one of the cases and moderate shock in another; 
the fourth case received sulfa drugs. In three of the 
cases, thus, there apparently was some additional factor 
besides the glomerular damage previously present. The 
fourth case possibly had such severe renal damage, both 
of the lower nephron and the glomeruli that no addi- 
tional factor was needed. 

In three of the cases additional fluid was given appar- 
ently to ‘force the kidneys to excrete urine.’”” Muirhead 
urges, in the treatment of this type of rena! insufficiency, 
first, that only lost fluid be replaced; second, that the 
carbon-dioxide combining power of the blood be main- 
tained close to normal with sodium bicarbonate; and 
third, that salt be withheld until again it be excreted 
by the kidneys. Forcing fluids will lead to edema and 
will not cause the kidneys to secrete urine. 








LL lesions in medicine appear to become more 
frequent as we become more familiar with 
them. It has not been so many years ago that ap- 
pendicitis was an unknown ailment. It then be- 
came a rare condition and finally a very common 
one. And so it is with brain tumors. The two 
great educators in medicine are autopsies and 
operations. In the past twenty-five years, tumors 
of the brain have ceased to be rare, chiefly because 
of the rapid advances that have been made in the 
surgical treatment of these lesions. This has put 
the pathologist on the lookout for them at the 
autopsy table. Brain tumors are now coming into 
the list of common maladies. 

When I came to Hawaii in 1938, I was in- 
formed by one of my colleagues that brain tumors 
were very rare in Hawaii. “In over fifteen years 
experience here,” he said, ‘I have only seen two 
tumors, both at autopsy.” 

In the past nine years, we have diagnosed and 
proven by operation 71 intracranial neoplasms, 
and have found at autopsy 14 more: a total of 
85 tumors. One may ask: if these tumors are so 
common, what became of them prior to 1938? 
The answer is obvious! They were either un- 
recognized clinically or not looked for by oper- 
ation or autopsy. 

To return to our analogy of appendicitis, two 
accomplishments have transformed the prohibitive 
mortality in the treatment of appendicitis into one 
which should be almost nil: first and foremost, 
an early and accurate diagnosis; and second, an 
early and efficient operative procedure which 
eradicates the disease. These same two factors are 
all-important in the treatment of brain tumors. 


Early Diagnosis 
Responsibility for the early recognition of the 
possible presence of an intracranial growth rests 
on the shoulders of the general practitioner. If 
we expect to advance farther in the treatment of 
these lesions, it is here the attack must be centered. 
Physicians in general are reluctant, however, to 
attempt the diagnosis of an intracranial tumor 
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because of a general impression that an accurate 
localizing diagnosis is difficult to make. The 
localization of the lesion is the job of the special- 
ist; the family doctor's responsibility need go no 
farther than suspecting the patient as having a 
tumor and referring him early to the specialist. 


The physician should be constantly on the lookout ° 


for any symptoms, referable to the nervous system, 
which may be progressive in nature. 


History 
Brain tumors give two types of signs and symp- 


_toms: (1) localizing symptoms, (2) general pres- 


sure symptoms. The so-called cardinal signs of 
brain tumor—headache, vomiting, and choked 
disc—are merely signs of increased intracranial 
pressure. They are usually evidence that the tumor 
has already reached such a size that the cranial 
cavity is no longer able to accommodate it. When 
these signs occur, the tumor has usually attained 
a formidable size. 


The manifestation of an intracranial tumor 
which is of most diagnostic significance is a grad- 
ual, progressive change in nervous function, fol- 
lowed by actual loss of function. These are local- 
izing symptoms. The nature of the loss of func- 
tion will vary with the location of the lesion; the 
rate at which the loss occurs will depend on the 
pathology of the tumor. 


Findings 

To determine the loss or impairment of func- 
tion of the nervous system, the physician must 
first take a careful history, and second be able to 
do a rough neurological examination. Some of 
the important points in the patient’s history which 
should make one seriously consider the presence 
of an intracranial lesion are: (1) convulsions, 
appearing after the patient has reached adulthood; 
(2) complaints of failing vision; (3) continuing 
headaches; (4) spells of unexplained vomiting; 
(5) progressive weakness of one or more extremi- 
ties; and (6) srritability and lack of concentra- 
tion, especially in children. 

One need not have a detailed knowledge of 
neurology in order to suspect a central nervous 
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system lesion. Every physician, however, should 
be able to check roughly the function of the 
cranial nerves. Tests of the sense of smell and the 
visual acuity, and a gross visual field determina- 
tion, made by having the patient fix his gaze on 
the examiner's nose while the latter moves his 
hands in the various fields of vision, can be made 
by any physician. A look into the eye with the 
ophthalmoscope may demonstrate a choked disc or 
other evidence of increased intracranial pressure. 
Weakness of external occular muscles can be 
demonstrated if the patient complains of diplopia; 
and if nystagmus is seen a cerebellar lesion may 
be suspected. Loss of a corneal reflex or numb- 
ness of half of the face may suggest a fifth nerve 
lesion. Facial weakness, loss or decrease of hear- 
ing in one ear, decreased gag reflex, nasal voice 
or difficulty in swallowing may be found, indi- 
cating the presence of a lesion involving the 
medulla, usually a benign neurofibroma of the 
acoustic nerve. 

It is obvious that any unexplained progressive 
weakness of the extremities, especially when in- 
volving only one side, should be considered due 
to an intracerebral lesion until proven otherwise. 
An increase in the tendon reflexes, with Babinski’s 
sign, should strengthen this consideration. A 
staggering gait, or ataxia or incoordination in the 
use of one hand, may indicate the presence of a 
cerebellar lesion. 


Skull X-ray 


After obtaining a history which suggests intra- 
cranial pathology, and doing a rough neurological 
examination, the third important procedure is a 
roentgenogram of the skull. This is a seemingly 
obvious suggestion, but often the skull is not 
x-rayed for weeks, months or even years after 
the symptoms of intracranial pathology have been 
present. If the lesion in the brain contains cal- 
cium, it may be readily demonstrated by the x-ray. 
It has been shown in large series of brain tumors 
that 13 per cent of all infiltrating malignant 
lesions calcify and over 60 per cent of other in- 
tracranial neoplasms will contain calcium deposits! 
If the x-ray demonstrates no intracerebral calcifica- 
tion one may see a displaced calcified pineal body; 
thickness or localized increased density of one of 
the skull bones (as in meningiomas or osteomas, 
which invade the diploé of the skull); or de- 
creased density or erosion, produced about the 
internal auditory foramen by an acoustic neuroma. 


Lumbar Punctures 


Finally, a word of warning may be offered 
about lumbar punctures. It is the unfortunate 
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practice of many doctors, when a patient with 
neurological symptoms is first seen, to quickly turn 
the patient over and do a lumbar puncture, as if 
by some mystic power the diagnosis will be re- 
vealed to him. Although the results are usually 
disappointing and non-informative, the practice is 
nevertheless continued. It cannot be repeated too 
often, or impressed upon physicians too much, 
that lumbar puncture in the presence of increased 
intracranial pressure is a most dangerous pro- 
cedure, the danger to the patient far surpassing the 
meager diagnostic information obtained. It has 
quickly and alarmingly placed many a patient with 
a brain tumor in a stuporous or comatose condi- 
tion, or even directly contributed to his death. 
The removal of even a small amount of fluid has 
caused the lower end or tonsils of the cerebellum 
to herniate into the only available outlet of the 
skull—the foramen magnum—thus compressing 
the vital centers in the medulla. 

So often, the reason for doing a lumbar punc- 
ture is to rule out syphilis or tuberculosis. Since 
cerebral gummas and tuberculomas are very rare 
lesions (less than 1 per cent of all brain tumors) 
the importance of obtaining cerebrospinal fluid 
for their diagnosis can easily be greatly over- 
emphasized. There should be an irrevocable rule 
imbedded deep in the mind of every physician 
that a lumbar puncture should never be done with- 
out first examining the optic discs with an 
ophthalmoscope for signs of increased intracranial 
pressure. If evidence of increased pressure is 
found, it is far safer (if fluid must be obtained 
for examination) to trephine the skull and tap 
the ventricle. This will, at the same time, more- 
over, permit visualization of the brain by ven- 
triculography. 

The work-up by the physician on a patient with 
a suspected brain tumor should include, then, a 
careful history, a complete physical examination, 
a rough neurological examination, roentgenogram 
of the skull and, finally, a roentgenogram of the 
chest. Because of the frequency of metastasis to 
the brain of primary carcinomas of the lung, 
this lesion should be suspected and looked for in 
every patient over thirty years of age. When these 
investigations have been completed, the physician 
has done all that is required in his field of en- 
deavour. The subsequent procedures, i. e. obtain- 
ing cerebrospinal fluid for differential diagnosis, 
localization of the lesion, securing roentgenograms 
of the brain, and, finally, the operative attack are 
all in the domain of the neurosurgeon. 
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Prognosis 


When a tentative diagnosis of brain tumor is 
made and the patient or a relative is so informed, 
the first question asked of the family doctor is 
“what are my chances of getting well?” It is the 
purpose of this paper to break down our series 
of 85 verified brain tumors encountered in Hawaii 
in the past nine years, in order to acquaint the 
physicians of the territory with the end results of 
these lesions and factors which influence these 
results. 

The first question which must be answered to 
evaluate the prognosis is, ‘is the tumor benign 
or malignant?’’ The difference between these two 
kinds of new growth must be described to the 
patient. A benign tumor is described as one which 
grows on the outside of the brain. It is usually 
a round, hard, encapsulated, discrete mass at- 
tached to one of the coverings of the brain or 
cranial nerves, and does not invade the brain 
tissue itself. It produces symptoms merely by 
pressure upon the brain. These tumors can usually 
be removed without damage to the brain. The 
function of the compressed brain returns, and 
the patient makes a good recovery. In this group 
of tumors are included the meningiomas, acoustic 
neurinomas, pituitary tumors, the lesions of vas- 
cular origin and others. 

Malignant tumors of the brain include (1) the 
primary neurogenic lesions arising from nervous 
tissue, and (2) secondary metastatic lesions origi- 
nating in other organs of the body and spreading 
to the brain by way of the blood stream. 

The primary neurogenic tumors or gliomas are 
described to the patient as growing within the 
substance of the brain and spreading through it 
like the roots of a tree. It is impossible to remove 
such a lesion without removing part of the brain 
with it. The chances that enough of the brain 
can be removed to get all the roots of the tumor 
are usually not very good. Surgical treatment for 
this kind of tumor, therefore, is only palliative, 
for relief of symptoms. If the tumor cannot be 
completely removed, it continues to grow—some 
more rapidly than others—and the patient event- 
ually succumbs. 

The life expectancy of a patient with a glioma 
depends upon two factors. The first factor is the 
pathologic nature of the neoplasm. The highly 
malignant undifferentiated gliomas, such as the 
glioblastomas and medulloblastomas, grow very 
rapidly, and the patient will die within three 
months to a year regardless of the treatment insti- 
tuted. The slow-growing gliomas on the other 
hand, such as astrocytomas and oligodendroglio- 
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mas, may grow for fifteen or twenty years before 
endangering the patient's life. 

The second factor, the location of the neoplasm 
in the brain, will determine whether or not it can 
be attacked surgically and removed. Tumors 
growing in silent areas of the brain, such as the 
right frontal lobe or a cerebellar hemisphere, can 
be radically excised without leaving the patient 
with a serious handicap, and the malignant lesion 
may thus be completely eradicated. Tumors grow- 
ing in the optic chiasm, basal ganglia or brain 
stem, on the other hand, are obviously inoperable. 

Another question which may be asked by the 
patient, if the tumor be a malignant one, is ‘‘will 
the cancer spread to other parts of the body?” 
Malignant gliomas, as already stated, arise within 
the substance of the brain and are composed of 
cellular elements of the nervous system. They do 
not metastasize via the blood stream to any other 
organ or part of the body outside the central 
nervous system. They spread by direct extension 
into adjacent areas of the brain and destroy the 
patient when the function of vital centers is im- 
paired by invasion of the tumor or by intracranial 
pressure. 

Metastatic or secondary malignancy of the brain 
needs little discussion. When the primary lesion 
is known and cerebral symptoms appear, a fatal 
prognosis is obvious. These lesions become neuro- 
surgical problems only when the primary lesion 
is not recognized or cannot be demonstrated. This 
is particularly true of bronchiogenic carcinomas. 
The primary lesion may be the size of a pea, 
asymptomatic, and not demonstrable roentgenolo- 
gically. The cerebral metastasis is misinterpreted 
as being a primary brain tumor. 

This brings us to the final question which is 
usually asked. “Is it possible to tell before oper- 
ation if the suspected tumor is malignant or be- 
nign?”’ The answer is NO! There is absolutely 
no method whereby one can positively predict the 
pathology of the lesion, except by microscopic 
examination of a portion of the tumor. There has 
been growing enthusiasm in recent years for the 
diagnostic procedure of cerebral angiography, to 
predict preoperatively the pathology of the tumor. 
Injecting an opaque substance into the internal 
carotid artery permits visualization of the pattern 
of the vascular bed of the neoplasm by x-ray. This 
procedure not only visualizes the location, but the 
size of the tumor, and comes closer to telling us 
the pathology to suspect than any other diagnostic 
method. But it is not positive. 

It may be said, then, that all suspected intra- 
cranial neoplasms, with exceptions of secondary 
metastatic carcinomas, in which the primary lesion 
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is known, are entitled to the benefit of a surgical 
exploration if for no other reason than to deter- 
mine the pathologic nature of the lesion. Fre- 
quently a tumor suspected clinically of being 
malignant and inoperable proves to be small and 
benign. It may be easily removed and the patient 
restored to normal health. 


Benign Tumors 


Of the 85 verified intracranial neoplasms 35 
were considered benign. These included 17 men- 
ingiomas, 11 tumors of vascular origin, 3 acoustic 
neuromas, 3 pituitary tumors and 1 neurofibroma 
which invaded the skull. Of the 35, 32 were oper- 
ated upon. Of these, 18 patients are living and 
well. Conspicuous by their absence in our series 
were craniopharyngiomas and benign colloid cysts 
of the third yentricle. 


Meningiomas 


There were 17 of these benign encapsulated 
tumors; 14 were operated upon, and 3 found at 
autopsy. Nine patients are living and well. The 
5 operative deaths were due to post operative 
infection in 3 cases; 1 case, an inoperable tumor 
because of its size and location, died on the oper- 
ating table; and 1 died two years after the oper- 
ation in the Territorial Hospital. The deaths were 
all prior to 1943. There were 10 males, 7 fe- 





191 


4 
TUMORS 


] 


males; the average age of the adult patients was 
40 years. There was one child 4 years old from 
whom a 180-gram tumor was removed, with re- 
covery. The average size of the tumors was over 
100 grams (smallest 34 grams, largest 267.7 
grams). The early recognition of these tumors, 
before they attain a formidable size, increases the 
patient’s chances of surviving the operation with- 
out disability. The racial distribution included 8 
Caucasians, 5 Japanese, 3 Filipinos, and 1 Chinese. 


Vascular Tumors 


Eleven tumors of vascular origin were operated 
upon. They included 4 cystic hemangiomas and 
hemangioblastomas of the cerebellum, 1 living 
and well, 2 survived four years after operation 
and died of recurrence; 2 large aneurysms simu- 
lating neoplasms both died; 2 simple venous 
angiomata, of which 1 survived; 2 patients with 
periarteritis nodosa both survived; 1 patient with 
papilloma of the choroid plexus of the fourth 
ventricle is living and well nine years postoper- 
atively. Of the 11 patients, 5 are living and well. 
There were 6 males, 5 females; average age of 
patients, 23.8 years. Racial groups were: 7 Cau- 
casians, 2 Japanese, 1 Filipino, 1 Chinese. 


Pituitary Tumors 


Three cases all had huge tumors with symptoms 
from 1 to 5 years preoperative. The two chromo- 
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phobe tumors died postoperative. The one chro- 
miphil tumor, a severe acromegaly, is living and 
well after 6 years. All patients were males. All 
Caucasians, average age 34 years. 


Acoustic Neuromas 


Three cases, two are living and well after 7 
years: 1 male, 2 females; 2 Caucasians, 1 Japa- 
nese. The average age was 37 years. These cases 
were operated upon before 1940. No tumors of 
this kind have been encountered since. 


Angioneurofibroma of Scalp 


This lesion, invading the skull in a Korean 
girl, was first seen when she was 5 years old. 
Operated upon 3 times for recurrences, she is 
living and well today, age 15 years. 

Of the 35 benign tumors operated upon, 18 
are living and well after 9 years, a survival rate 
of about 50 per cent. 


Malignant Tumors 


Of the 85 intracranial neoplasms, 50 were 
found to be malignant; of these 40 were primary 
tumors arising from nervous tissue and 10 were 
secondary metastatic lesions. 


The Malignant Gliomas 


The primary brain tumors included 10 cases 
of glioblastoma multiforme, 13 astrocytomas, 8 
tumors arising in the optic chiasm, basal ganglia 
and brain stem, 4 medulloblastomas, 3 pineal 
tumors, 1 glial sarcoma, and 1 ependymoma. 

Twenty-nine of these 40 patients were operated 
upon, of whom 8 are living and well; the 11 
cases not operated upon were recognized as having 
inoperable tumors before death. All were verified 
by autopsy. 

The ten patients found to have glioblastoma 
multiforme were all males, with an average age 
of 45.7 years. The average duration of symptoms 
prior to operation was 3.6 months. The average 
length of life postoperative was 4.2 months. All 
patients are dead. There were 8 Caucasians, 1 
Japanese, 1 Chinese. 

The 4 cases of the other highly malignant 
glioma, the medulloblastoma, are also all dead. 
There were 3 children, with an average age of 6 
years, all Caucasians; and one adult, a 53 year old 
Filipino! All tumors were in the cerebellum. 

There were eight tumors of the optic chiasm, 
basal ganglia and brain stem, only one of which 
was operated upon. The others were verified by 
autopsy. All patients are dead. Two patients had 
gliomas of the optic chiasm and 6 had infiltrating 
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gliomas of the midbrain, pons and cerebellum. 
There were 5 males and 3 females; the average 
age was 13 years. 

The three cases with primary tumors of the 
pineal body, one teratoma and two infiltrating 
pinealblastomas, all died. Only the teratoma was 
operated upon, erroneously diagnosed as a cere- 
bellar lesion. 

There were 13 astrocytomas, 7 cerebral and 6 
cerebellar tumors. Eleven were operated upon, 
and after nine years, 6 are living and well. 

The prognosis for longevity in these slow- 
growing gliomas is good. The average age of the 
patients with cerebral tumors was 33 years, and of 
those with cerebellar lesions 16 years. There were 
8 Caucasians, 2 Chinese and 1 each Puerto Rican, 
Japanese and Negro (the only Negro patient in 
the series). 

One patient with a huge midline calcified in- 
traventricular ependymoma, a 34 year old Japa- 
nese man, is well, after five and one-half years. 
He has a hemiplegia. The tumor was removed in 
three stages. 


Secondary Malignant Tumors 


The 10 metastatic tumors operated upon were 
not recognized as metastasis preoperatively. They 
included 4 bronchiogenic carcinomas, 2 melano- 
mas, and 1 each carcinoma of breast, primary sar- 
coma of skull, chorionepithelioma and retinoblas- 
toma. There were 5 males and 5 females, with 
an average age of 39.7 years. Seven were Cau- 
casians, 2 Japanese and 1 Filipino. These patients 
have all succumbed to their tumors. 


Summary and Conclusions 


A statistical study of the frequency of various 
types of brain tumors in different race groups has 
never been made, as far as we have been able to 
determine from the literature. Since Hawaii is a 
melting pot of many races, Oriental, Occidental, 
Polynesian, etc., it was hoped by reviewing our 
cases that some conclusions as to racial incidence 
could be drawn. However, we are forced to con- 
clude that these 85 verified tumors do not indi- 
cate the number of brain tumors occurring in the 
islands per capita, nor do they accurately represent 
the true racial distribution. This conclusion is 
based upon the fact that members of certain 
Oriental races, particularly the Chinese, have so 
many religious superstitions and fears that consent 
for operations, especially on the brain, and consent 
for autopsy examinations, are difficult to obtain. I 
have seen in consultation, and heard indirectly of, 
many Chinese patients with suspected intracranial 
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tumors who refused any form of surgical treat- 
ment, preferring to rub Chinese herbs on their 
heads. Their obituaries would appear a few 
months later in the newspaper, and their tumors 
were never verified. 

Our statistics show that, out of 85 tumors, 51 
occurred in Caucasians and 29 in Orientals. It 
would appear that brain tumors occur almost twice 
as frequently in the Caucasians as the Oriental 
since the population of the two racial groups has 
been about the same in Hawaii since 1938. How- 
ever, for reasons stated above, it is our belief that 
the racial incidence in Orientals should be much 
higher than these figures indicate. The racial 
grouping included 51 Caucasians, 16 Japanese, 
6 Chinese, 6 Filipinos, 2 Hawaiians and one each 
of Korean, Samoan, Puerto Rican and Negro. 
As to sex incidence, there were twice as many 
males as females, 56 to 29. 

There seemed to be no particular predilection 
for any specific type of tumor to be more frequent 
in one race. A general statement may be made, 
however, that benign tumors have been seen more 
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frequently in the Oriental races than the malignant 
ones. The malignant glioblastoma was found in 
the Orientals in only 2 cases out of 10. They are 
likewise rare in women; no case of this type of 
tumor was found in a female. The meningiomas, 
on the other hand, are common in the Oriental 
races of both sexes; 9 cases were in Chinese, Japa- 
nese or Filipinos, compared to 8 Caucasians. 

It is hoped that ten years from now, a similar 
statistical review of brain tumors in Hawaii may 
add more factual information to this preliminary 
report. 

A plea is made to the physicians of the Terri- 
tory to be continually on the lookout for patients 
whose symptoms suggest a brain tumor. As with 
all neoplasms, the early recognition of the exist- 
ence of the lesion offers the patient the best hope 
of recovery. This, combined with the great ad- 
vancement of modern diagnostic and surgical 
methods, can and should greatly reduce the mor- 
tality and morbidity of brain tumor. 


388 Young Hotel Building. 





Eclampsia and the Weather in Hawaii 
A Preliminary Study 


H. E. BOWLES, M.D. 
HONOLULU 


HE close association of weather changes with 
T the exacerbation of disease processes has been 
observed since ancient times. Twenty-five hun- 
dred years ago, Hippocrates made a number of 
clinical observations on this association which 
cannot be excelled today for accuracy and vivid- 
ness. Since his time, scientific research has added 
greatly to our knowledge of the subject. Petersen," 
in his volumes on ‘“The Patient and the Weather,”’ 
correlates atmospheric changes with diseases of 
the human body in so convincing a manner that 
the most hardened skeptic cannot but feel that 
there is, after all, something to the idea. 


Weather Changes and Eclampsia 


Hippocrates was one of the early observers of 
the coincidence of convulsions in women in ad- 
vanced pregnancy with violent weather changes. 
Smellie,? the famous London obstetrician of the 
eighteenth century, has the following to say con- 
cerning convulsions during labor. “In the course 
of this year, I attended several patients who were 
attacked in this manner near their full time, some 
of whom were relieved by blooding and blistering, 
and went on to the usual period, while others, 
with whom this method did not succeed, were, 
with the children, saved by immediate delivery. 
Other practitioners had cases of this kind, during 
the same time so that they seem to have proceeded 
from the constitution of the weather.” Unfortu- 
nately, he does not explain what he means by 
“constitution of the weather.’’ By inference he 
probably refers to some atmospheric disturbances. 

Sapeika,* of Cape Town, feels that weather does 
not have any clear-cut causal significance but may 
precipitate eclamptic convulsions or coma in the 
pre-eclamptic. 

For a clearer understanding of the subject, 
everyone interested should read the article by 


i Read before the 58th Annual Meeting of the Hawaii Territorial 
Medical Association, May 7, 1948. 


1 Petersen, W. F.: The Patient and the Weather, Vol. I, Part I, 
Edwards Bros., Inc., Ann Arbor, Michigan, 1935, pp. 14, 15. 

2 Smellie, W.: Midwifery, Vol. II. 
G. Nicol, in the Strand; and W. 
London, 1779, p. 285. 

3 Sapeika, N.: Weather Changes and Eclampsia, J. Obst. & Gynaec., 
Brit. Emp. 53:461 (Oct.), 1946. 


W. Strahan: T. Cadell, and 
Fox, and S. Hayes, in Holborn, 


Fuerstner and Sargent * entitled “The Meteoro- 
tropism of Eclampsia.’”” The causes of weather 
change are discussed in great detail and emphasis 
is placed upon the fact that atmospheric disturb- 
ances are dependent upon the passage of the 
so-called discontinuity surface, or front, which 
separates air masses of opposite characteristics. 
Where these two air masses meet, atmospheric 
disturbances occur. Petersen! has made detailed 
biometeorographs which show beyond a doubt 
the association of eclamptic convulsions with vari- 
ations in environmental temperature, barometric 
pressure and humidity. Petersen’s work should 
also be read in order to understand the possible 
explanation of the pathological physiology of 
eclamptic convulsions. He calls our attention to 
many similarities among eclampsia, migraine, epi- 
lepsy, and other types of convulsive seizures in 
which angiospasm plays a great part. He further 
emphasizes that there is an overwhelming increase 
in the frequency of eclamptic convulsions as we 
proceed southeast (in North America) on the one 
hand, and also when we reach the terminus of 
the storm track region south of the St. Lawrence 
River. In addition, he points out that the negress 
dies more frequently from puerperal convulsions 
as she moves southward, rather than north. 


Seasonal Incidence of Eclampsia 


Many writers have made general statements to 
the effect that the incidence of eclampsia varies 
according to the season—such references are too 
numerous to enumerate here in detail—and many 
of them are directly contradictory. Most of them 
miss the point that is brought out by Petersen, 
Fuerstner and others; that it is not the seasons 
per se but the atmospheric disturbances within 
these seasons that determine the incidence of 
eclamptic and other convulsive seizures. A sea- 
sonal pattern is followed, of course, wherever 
these weather changes are more numerous at cer- 
tain times of the year. In temperate zones and in 
the hurricane and typhoon zones of warmer cli- 
mates, this follows a fairly clear-cut course. 


4 Fuerstner, P. G., and Sargent, F.: The Meteorotropism of 
Eclampsia, J. Lab. & Clin. Med. 25: 779-788 (May), 1940. 
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Weather Variations in Hawaii 


It is not difficult to understand how violent 
changes in temperature, humidity, barometric 
pressure, wind velocity, and so forth, may be asso- 
ciated with disturbances in the normal or diseased 
human being in temperate zones and in the hurri- 
cane and typhoon zones in the tropics. In Hawaii, 
however, the changes in the weather are as a rule 
so subtle as to be almost indistinguishable. Some 
discussion on meteorological and geographical 
conditions in Hawaii is in order for readers un- 
familiar with local conditions. 

If unfavorable weather conditions do exist in 
Hawaii, what are they, and do they have any part 
in precipitating eclamptic convulsions? It is known 
to those of us who reside in Hawaii that there are 
periodic spells of so-called “Kona” weather dur- 
ing which we experience physical discomfort. It 
is also generally believed that asthma, hay fever, 
enteritis, and numerous other physical ailments are 
apt to be aggravated at these times. For some 
time, I have felt that edema, blood pressure rises 
and other phenomena are more numerous at these 
times in the last trimester of pregnancy, and that 
those women already exhibiting signs and symp- 
toms of late toxemia are more apt to be pushed 
over into true eclampsia during these spells when 
our natural air-conditioning (the trade wind) is 
shut off. 

The main group of the Hawaiian Islands lies 
due south of the Alaskan Peninsula near the 
northern limit of the tropics and, therefore, di- 
rectly west of the central portion of Mexico. 
Approximately one-fourth of the Territory lies 
at elevations below 650 feet and contains by far 
the greater percentage of the population. The out- 
standing features of the climate are the remark- 
able differences in rainfall over adjacent areas, 
due to topography; the high percentage of hours 
of sunshine over leeward lowlands and the per- 
sistent cloudiness over or around mountain peaks 
nearby; the remarkably equable temperature and 
barometric pressure from day to day, and the small 
differences in temperature between summer and 
winter months; the persistency of the trade winds; 
and the rarity of damaging storms of any kind. 


Effective Temperature 


Over a period of forty-one years, according to 
tables compiled by Chapman, the average tempera- 
ture was 74.7° F. (average maximum 79.8° F.; 
average minimum 69.6° F.). Relative humidity 
over a period of twenty-six years averaged 67 per 
cent (at 8 A.M., 68; noon, 62; and 8 P.M., 71). 
The average hourly wind velocity was 8.6 miles 
per hour (with a northeast wind prevailing). This 
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gives Honolulu an average “effective tempera- 
ture” of 70.5° F. in still air (only found indoors ) 
or 63.7 degrees with the wind blowing 500 feet 
per minute (about 6 miles per hour). Chapman® 
states that the ancient Hawaiians, when dressed in 
tropical clothing (breech clout or short skirt with 
chest bare) lived under conditions very near to 
producing the ideal “‘effective’’ temperature (64° 


For twenty-six years, 63 per cent of the days in 
Hawaii were sunny; in forty-one years, only nine- 
teen days had a temperature of 60 degrees or 
below; for twenty-six years, only 0.3 per cent of 
the time was characterized by “calm.” In 1931, 
for example, there were only eight hours of 
“calm.” On rare occasions, conditions distinctly 
outside the comfort zone do occur in Hawaii. For 
instance, on October 10, 1931, the highest tem- 
perature of Honolulu was 80° F. with a relative 
humidity of 97 per cent and a wind velocity of 
only 3.9 feet per minute, producing an effective 
temperature of 79° F., 8° F. above the comfort 
line. Even then, if the wind had blown as much 
as 500 feet per minute, the effective temperature 
would have been in the comfort zone. 


Barometric Pressure 


The barometer in Honolulu varies remarkably 
little from the mean. In any single day, the dif- 
ference between maximum and minimum readings 
very rarely exceeds 6 millibars (0.16 inches or 
6.4 mm.), whereas the daily range in most parts 
of the mainland often amounts to as much as 50 
millibars (1.32 inches or 53 mm.). Cyclonic 
storms are extremely infrequent. 

It should then be clear from the foregoing data 
that violent atmospheric disturbances such as are 
seen in the temperate zones and in typhoon and 
hurricane areas in the warmer climates, are vir- 
tually non-existent in Hawaii. Insofar as tempera- 
ture and barometric pressure effects on late tox- 
emias of pregnancy are concerned in Hawaii, at 
or near sea level, we can virtually rule them out. 
We cannot speak for the higher altitudes, as no 
data are available. 


Kona Weather 


The term ‘Kona’ is Hawaiian, and signifies 
the leeward side. Because of this it is often used 
(incorrectly) to mean “southerly,” which is true 
for Honolulu but not necessarily for other locali- 
ties. There are no sharply defined dry and wet 
seasons; a winter month is sometimes the driest 
month of the year, and occasionally a summer 


5 Chapman, H. S.: The Hawaiian Climate, The Queen’s Hospital 
Bulletin’ 9:1-10 (Jan.-June), 1933. 
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month is the wettest. On the average, however, 
considerably more rain falls during the cooler than 
during the summer months except in the Kona 
region of the Island of Hawaii where, due to high 
mountains to the east, the influence of the trade 
winds is lost or greatly modified, and land and sea 
breezes develop and attain their greatest strength 
and persistency during the summer, resulting in 
the occurrence of most of the rain during the 
warmer season. Aside from the area just men- 
tioned, and a few others like it, where most show- 
ers occur during the afternoon hours, probably 
two-thirds of the rain in the Islands occurs at 
night; and, in general, the heaviest amounts fall 
at elevations above the most thickly settled zones 
of population (U. S. Dept. of Agriculture 
Weather Bureau). 
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Fic. 1. Total number of ‘Kona days” and “Kona spells” 
occurring in Honolulu, January 1936 to January 1946. 


The so-called Kona weather is the nearest thing, 
in Hawaii, to periodical or paroxysmal atmos- 
pheric disturbances. Most of the Kona spells are 
characterized by southerly wind of low velocity, 
and relatively high humidity. Petersen has studied 
the ‘‘Kona”’ spells and finds them unrelated to the 
lunar cycle. Barometric pressures vary but slightly 
in and out of Kona periods. Temperatures vary 
little or not at all. Time after time, it is noticed 
that the populace complains of the “heat” and is 
reassured by the newspapers that the thermometer 
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registers no changes but that the- humidity is 
high, and the wind velocity low. 

‘Kona’ weather occurs mostly between the 
months of September and May. A “‘spell’”’ of it 
may last from a few hours to a few weeks. In gen- 
eral, the main factors involved are a switch from 
trade winds, which are northerly and easterly, to 
southerly wind of lessened velocity and accom- 
panied by increase in humidity. Barometric changes 
are so slight as not to seem to play much part in 
the picture. 


The accompanying graphs show the number of 
Kona spells and Kona days reported by the 
Weather Bureau in Honolulu from February, 


Jenuarys 
1936- 1946 
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Fic. 2. Total number of cases of eclampsia with convul- 

sions occurring in Honolulu in each month, 1936 to 

1946. The four annual maximums and four annual 

minimums suggest a correlation with weather changes 
which may be explored at a later date. 
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Fic. 3. Relation of 44 cases of eclampsia with convul- 

sions to average relative humidity on the day of onset, 

1936-1946. This curve approximates the expected one, 
so that no direct correlation is indicated. 
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1936, to January, 1946, and the total cases of 
eclampsia with convulsions seen each month. 

It will be seen that there is a rough relationship 
between the number of “Kona’’ spells and the 
number of ‘‘Kona’’ days. In evaluating the figures, 
it must be remembered that the Kona spells vary 
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Fic. 4. Relation of 44 cases of eclampsia with convul- 

sions to average temperature on the day of onset, 1936— 

1946. This curve approximates the expected one, so 
that no direct correlation is indicated. 
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Fic. 5. Average wind velocity on day of onset of 44 

cases of eclampsia with convulsions. A comparison with 

actual wind data indicates that 37 per cent of days have 

a wind velocity below 15 m.p.h., and the chart shows 

that 17, or 41 per cent, of cases occurred in association 

with a wind velocity below 15 m.p.h. Thus no direct 
correlation can be established. 
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greatly in length; hence, the apparent discrepancy 
such as in the months of April with 26 Kona 
spells and 70 Kona days, and December with 27 
Kona spells and 116 Kona days, over a ten-year 
period. 


Relation of Kona Weather to Eclampsia 


It has been difficult to know just how to corre- 
late Kona weather with eclamptic convulsions. It 
was felt that if such a convulsion occurred on the 
day of onset of Kona weather or within a day 
or two, the weather probably exerted an influence 
on the disease. Accordingly, this arbitrary figure 
was used due to lack of any precedent that we 
could find. The following observations have been 
made in 44 cases of eclampsia with convulsions 
occurring between February 1, 1936, and Sep- 
tember 31, 1947. Correlated weather data were 
not available in 8 other cases. 

Sapeika, of Cape Town, would throw out of 
such a list all but those presenting antepartum 
convulsions, as he feels that treatment, whether 
medical or operative, may influence eclampsia. 
Our list has been divided into antepartum, and 
intra- and post-partum, cases. 

The following graphs correlate the incidence 
of eclamptic convulsions in Honolulu in 44 cases 
where weather details were available. The graphs 
correlate the average relative humidity, average 
temperature, and average wind velocity (for all 
wind directions). For wind velocity, it has been 
ascertained that this distribution curve is virtually 
the same as the normal one. The other curves have 
not been compared in this way but their appear- 
ance suggests that the same is true of them. 


TABLE 1. Relationship of day of onset of eclampsia to 
days of Kona weather. 
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Table 1 shows the average number of Kona 
days in each month and the expected chance oc- 
currence of one of the average number (4) of 
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cases of eclampsia on one of such days, and com- 
pares this with the actual occurrence. It will be 
seen that cases occurred on a Kona day only about 
one-fourth as often as chance would have led us 
to expect. Even allowing a one-day or two-day 
lag increases this fraction to only about one-half 
and three-fourths as often, respectively. Thus no 
tendency of eclampsia to occur on Kona days seems 
indicated; indeed, there is suggested a reverse 
tendency, though this is probably not statistically 
significant. 


Summary 


The close association between health and 
weather conditions has been recognized since an- 
cient times. 

The semitropic Hawaiian archipelago is not sub- 
ject to violent atmospheric disturbances. 

Kona weather is the nearest approach to spells 
of unfavorable weather in Hawaii. It is character- 
ized by a reversal of the wind direction from 
northeasterly to southwesterly; high humidity; and 
usually low wind velocity. 

Coincidentally with this advent of “Kona” 
weather, exacerbations of various types of disease 
processes are commonly believed to occur. 

Most Kona weather days occur between the 
months of September and May. 

Forty-four cases of eclampsia with convulsions 
occurred in Honolulu hospitals between February, 
1936, and September, 1947. 

Only nine of the eclamptic convulsions occurred 
within two days following the onset of the type of 
atmospheric disturbance known in Hawaii as Kona 
weather. 

A review of hospital records on the three larger 
obstetrical services in Honolulu places the inci- 
dence of true eclampsia at approximately one 
case in 1,000 admissions, or 0.1 per cent. 


Conclusions 


The number comprising the foregoing series is 
too small to be of any great value but inasmuch as 
no attempts have heretofore been made to correlate 
weather conditions with eclampsia in Hawaii, it 
is to be hoped that it may be of some value in 
leading to further studies. 

There is a long-established and widely held be- 
lief, in which I have shared, that eclampsia in 
Hawaii tends to occur during or shortly after 
periods of Kona weather. 

The limited amount of available evidence, sub- 
jected to simple statistical treatment, does not indi- 
éate that this is the case. 


The author is indebted to Doctors W. F. Petersen and E. A. Fennel 
for their advice and help in making this study. 


881 South Hotel Street. 
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Discussion 


Dr. E. A. FENNEL: Everybody talks about the 
weather—and bellyaches about Kona weather—but al- 
most no one in Hawaii has done anything about it 
except Dr. Bowles and, twenty-one years ago, Dr. 
Maurice Gordon (Gordon, M.: Atmospheric Changes 
and Tuberculous Hemoptysis, Trans. Ann. Meet., Ha- 
waii Terr. Med. Assn., May, 1927). 

Of course, Dr. Bowles’ series is too small to have 
statistical value—any Ph.D. on the fringe of medicine, 
with a slide rule and a pocket full of correlation co- 
efficients, could make Dr. Bowles’ observations look 
fallacious. But Hippocrates needed no slide rule nor 
statistics, and yet many of his observations are valid to 
this day. 

Our Hawaiian weather is our greatest natural re- 
source. If it were not for our peculiar type of weather 
we would have neither sugar cane nor pineapple nor 
tourists. If it were not for our weather we might have 
as much chilblains, rheumatic disease and pulmonary 
thrombosis as does Chicago. 

Dr. Bowles has emphasized the fact that Hawaii is 
an ideal laboratory for the study of the effect of the 
Weather on the Patient, inasmuch as, with us, temper- 
ature fluctuations are so minimal that they may safely 
be disregarded clinically. The same holds good even 
more emphatically for barometric changes. Storms, 
violent and sudden temperature fluctuations, and bar- 
ometric changes have little or no effect on our popula- 
tion. That population, well or sick, lives normally 
where it is available to the weather, indoors or outdoors. 
Closed windows, storm doors, roaring furnaces, artificial 
humidifiers and electric fans are rare. The patient or 
the potential patient is subject to the effects of the 
weather twenty-four hours of the day, not interfered 
with by man-made efforts save for the variable clothes 
the patient wears—and we have 500,000 guinea pigs. 

I am afraid that we have not realized fully how im- 
portant to us and our patients are the four factors of 
our weather: 

(1) Temperature, unimportant in itself, with its 
narrow fluctuations between 70° and 80°, but magnified 
in importance by other factors, notably absolute hu- 
midity. 

(2) Relative humidity. Generally, in most Hawaiian 
areas, it is high, as compared with the mainland. 
(Many humidimeters made to sell on the mainland are 
not calibrated for Hawaiian humidity.) There are wide 
fluctuations in our humidity, not only on a diurnal 
basis but also at sporadic intervals and on a regional 
basis. This is the most important factor to us, as 
Gordon showed. In 1926 he studied all the factors that 
go to make the meteorograph and concluded that rela- 
tive humidity was the most important factor of the 
weather connected with pulmonary hemorrhage. He 
concluded that a relative humidity below 70 per cent 
was advantageous and that that above was disadvan- 
tageous. The study covered a year. When only one 
patient on any one day had hemoptysis he called it 
a “single.” There were 90 such, 44 per cent occurring 
at humidity below 70 per cent and 56 per cent occurring 
at above. Two patients with hemorrhage on the same 
day he called “doubles.” There were 80 such events, 
20 per cent at humidity below 70 per cent and 80 per 
cent at above. There were 50 “triples”; none occurred 
when the humidity was below 70 per cent; a// of them 
occurred at above 70 per cent humidity. (That gives 
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one to think.) Humidity is, of course, the most im- 
portant physiologic factor in our Kona weather. 

(3) Wind direction. When the wind blows from the 
north or the northeast or the northwest there is gen- 
erally, in our population, a sense of well-being. But if 
the wind be from the west or east, there is uneasiness 
and if the wind is from the southwest or southeast, the 
average patient complains. But when the wind is from 
the south, even the most rabid Honolulutics curse the 
climate. 

Just why this fact of common knowledge, long ob- 
served, is true, remains a mystery to me. I presume 
that until it is found that wind direction has a direct 
bearing in the yield of sugar cane or pineapples, it will 
continue to be a mystery.to me and medical others. 

(4) Wind velocity. This I consider very important. 
You have all observed the mentally depressing effect of 
a wind velocity ranging between zero and five miles 
per hour. Surely that must be reflected in the over-all 
physiology. You have noted the mildly stimulating 
effects of a wind of five to fifteen miles per hour, 
particularly on the naked skin, and the briskly stimu- 
lating effects of wind of a higher velocity. Years ago 
Dr. K. P. Jones, then in charge of Kula Sanatorium, 
started an interesting experiment; many of his patients 
were subjected to wind baths of graduated lengths on 
graduated areas of bare skin. Unhappily, the experi- 
ment was discontinued when he left the Territory. It 
would bear repetition. 

It is suggested that a study of the precipitation of 
psychotic episodes at our Territorial Hospital, in con- 
junction with humidity and wind direction and velocity 
might be interesting and practical. Such a study with 
regard to individual asthmatics would make practical 
the decision for or against the installation of an ex- 
pensive weather conditioner. 

A short postscript on behalf of the sun. ‘Glorious 
sunshiny weather” certainly has its effects on the psy- 
chology of our patient and probably on his physiology 
as well. Sunless days so often coincide with Kona 
weather, that the value of the individual factors be- 
comes confused. The balance between sunshine and 
clouds may have an important bearing on the ionization 
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of our atmosphere and that may have an important 
bearing on our physiology. 

I wish that each of our hospitals had at least one 
room in which temperature, humidity and air flow could 
be regulated, not only for the pre-eclamptic cases but 
for other cases under study as well; asthma, vascular 
accidents, insanity and so forth. That should not cost 
too much. 

But more strongly do I wish that each of our hos- 
pitals were little weather stations, recording, at three- 
hour intervals, or continuously, temperature, relative 
humidity, wind direction and wind velocity. The 
weather, at the same time, on the Federal Building and 
at St. Francis Hospital, might be somewhat different. 
It certainly would be different at Kula Sanatorium or 
at Hilo Memorial. Interns, residents, Board aspirants 
and even staff members might find these data of interest 
in studying their cases and learn to anticipate others. 

I think the nucleus of these many weather factors in 
disease or health is relative anoxemia. The transfer 
of oxygen from the atmosphere to the serum and red 
blood cells and from the serum and red blood cells to 
the cell is the realm in which weather affects us most. 

But whether that important oxygen is ozone or oxygen 
or one of the higher polymers of oxygen is unknown; 
Hawaii, with a minimum of extraneous factors, would 
be an ideal laboratory for that investigation. How 
interesting it would be to know the O, or the O, con- 
tent of the soft, wet “sick wind’ we call Kona. And 
what of the ionization at that time? I hope that that 
problem will some day appeal to one of the graduate 
students at our University. 

For many years I have watched conscientious sur- 
geons and internists analyze the results of their year’s 
work—with never a thought to the weather that pre- 
ceded and followed the operation, the anesthetic death, 
the unexpected outcome, the coronary occlusion or the 
cerebral hemorrhage. 

If each hospital had its own daily weather chart, 
these physicians might find some interesting—possibly 
startling—data. 

After all, old Hippocrates was a pretty good “doc.” 
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BRITISH DOCTORS LOOK AT 
SOCIALIZED MEDICINE 


Letters to the Editor of the British Medical 
Journal highlight certain aspects of the new Na- 
tional Health Service. The following excerpts are 
from letters that have appeared in recent issues: 

Before we acquire a new set of reflexes and learn 
to kowtow three times as each new regulation drops 
on our breakfast tables, cannot we decide just where 
we stand over one or two simple issues? . . . Who are 
we to say that the appendicitis of a beer-sodden tramp 
is as important as that of an F.R.S. [Fellow of the 
Royal Society}? A decent society pays more money to 
its most valuable citizens precisely that, when they are 
ill, they can pay for privacy, medical priority, extra 
care, and comfort . . . Again, is a doctor’s duty to his 
patients or to the administrative machine? Are we to 
see that Bill Jones gets well or that he gets his sick 
pay? .s. 

. . . Failure is bound to come if doctors’ lists are not 
limited to 2,500 patients per doctor . . . if doctors are 
going to give their best they must be adequately recom- 
pensed, and the proposed capitation fee falls miserably 
short in this respect . . . there are legion with panels 
of only 1,200 or so bringing in an income of about 
£1,150 gross—i.e., about £750 net and a pension of £2 
or £3 per week if they stay the course until they are 65, 
and on call 24 hours a day for 7 days a week. Is this 
social security? This will not do, and the sooner we 
make it clear to Mr. Aneurin Bevan and Co. the better, 
even if we have to form a trade union... 

The foregoing is of particular interest in the 
light of the fact that the total professional incomes 
of general practitioners in England, Wales and 
Scotland added together formerly came to about 
£28 million, and that under the N.H.S. Acts they 
add up to about £45 million! This amounts to a 
capitation fee of 18s. per year on 45 million per- 
sons, or 95 per cent of the total population. An 
increase of this fee to 30s. has been recommended, 
and another writer says: 

... the B.M.A. would be fully justified in going in 
for a 40s. capitation fee. . . 


{EDITORIALS} 


K. IZUMI, M.D. Associate Editor, Maui 
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And another writer sees the handwriting on the 
wall: 

... I feel sure that as time goes on more and more 
doctors will reach the conclusion that the only way to 
achieve a National Health Service is by the introduction 
of a salaried service with the doctors working in codper- 
ation instead of competition. We have chased away 
this bogy of a salaried service to find we retain all the 
disadvantages and expenses of private practice while 
losing its advantages .. . 

... Tam 30, qualified six years ago, and began medi- 
cal training twelve years ago. After three years in the 
Services and with a wife and two children I now earn 
£650 in a Class III Government grant. Even with the 
most careful living and considerable self-denial I find 
that I must borrow a considerable sum each year to 
maintain this frugal existence for myself and my family. 
Since July 5 our plight is worse, as superannuation and 
national insurance take approximately another £3 a 
month... 

But the Service is getting along in spite of these 
complaints, as other writers testify: 

. . . We were told by our elders and betters that the 
Service was all but unworkable because of the lack of 
medical men. So far, however, the Service seems to 
manage fairly well and be economical in its require- 
ments. The winter may tell a different story... 

. . . I have always opposed the health service as it 
stands today, for I feel it can only lead to a gradual 
lowering of standards in general practice, but the lot of 
the G.P. is far far better than I dared hope it would 
be, and for this we have to thank the tenacity and 
leadership of our Association and Negotiating Com- 
mittee. 

And there is some confusion still: 

. . . On the one hand we have the sponsors of the 
National Health Service warning the public not to ex- 
pect the full benefits of the scheme just yet because of 
the grave shortage of doctors, nurses, health centres, etc., 
while on the other hand it is pretty obvious to those of 
us who are not hypocrites that newly established prac- 
titioners who joined the Service after the general rush 
to “sign on’ with doctors are likely to be in for a lean 
time... 
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The Secretary of the British Medical Associa- 
tion begins his report in the November 27, 1948 
issue of the British Medical Journal as follows: 

“The defects of the Service are now becoming 
apparent. In general practice, with which this 
first report deals, evidence is accumulating that 
the burden of work, particularly paper work, has 
greatly increased; that in many cases income has 
gone down; that private practice is much less 
than was anticipated and in many areas has vir- 
tually disappeared; that there are doubts abroad 
whether the Spens Committee’s recommendations 
are being fully applied; that the basic salary ar- 
rangements are resented by some and disliked by 
many. 

The whole picture, of a profession beset by 
doubts and fears, bombarded with restrictive regu- 
lations, and distracted from their proper interests, 
suggests that the patients’ best interests are being 
by-passed in many respects, and that the doctors 
are not very happy about their own lot. There's 
food for thought in it; let’s hope our “do- 
gooders” will dine heartily. 


7 7 7 
THE HARGRAVES “L.E. CELL” 


R. J. Morton described in a thesis written at 
the University of Minnesota in 1947 ! a singular 
cell observed in the bone marrow in cases of dis- 
seminated lupus erythematosus. These observa- 
tions were extended in a paper published in Janu- 
ary, 1948, by Hargraves, Richmond and Morton, 
from the Mayo Clinic.* Haserick and Sundberg 
of the Cleveland Clinic have recently confirmed 
these reports,® and it appears that a definite diag- 
nostic aid is now available for use in suspected 
cases of disseminated lupus erythematosus. 

The “Hargraves cell,’ which was found by 
Morton in 7 of 11 cases of disseminated lupus 
erythematosus, and was found in 4 out of 5 cases 
of this disease by Haserick and Sundberg, is a 
polymorphonuclear leucocyte which has ingested 
a spherical, basophilic, homogeneous mass which 
has a smoky or foggy appearance. It does not have 
the mature nuclear pattern which characterizes 
the bodies engulfed by so-called “‘tart’’ cells; the 
latter are not rare in bone marrow smears gen- 
erally. 

* Morton, R. J.: A Study of the Blood and Bone Marrow in 
Cases of Disseminated Lupus Erythematosus. Thesis, Univer- 
sity of Minnesota, February, 1947. Cited by Haserick.* 

* Hargraves, M. M.; Richmond, Helen, and Morton, R. L.: 
Presentation of Two Bone Marrow Elements: the “Tart” 
Cell and the “L.E.” cell, Proc. Staff. Meet., Mayo Clinic, 
23:25 (Jan. 21), 1948. 

® Haserick, J. R., and Sundberg, R. Dorothy: The Bone 


Marrow as a Diagnostic Aid in Acute Disseminated Lupus 
Erythematosus, J. Invest. Derm. 11:209 (Sept.), 1948. 
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Haserick and Sundberg failed to find these cells 
in 3 cases of dermatomyositis, several cases of dis- 
coid lupus erythematosus, and numerous cases 
characterized by leucopenia. It appears that these 
cells may already be regarded as providing some 
evidence in favor of a diagnosis of lupus erythe- 
matosus disseminatus; certainly no report of a 
doubtful case of this disorder can be regarded as 
complete without bone-marrow smears, at any rate. 
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FEDERAL AID IN CHILD LIFE RESEARCH 


An undated release from the Children’s Bureau 
of the Social Security Administration of the Fed- 
eral Security Agency of the United States Govern- 
ment reports that the Bureau has recently had 
established in it a “clearinghouse for child life 
research.” Either this new clearinghouse is an 
unnecessary frill, in which case it is just one more 
device through which to divert tax funds into the 
pockets of our seemingly ever-growing Federal 
Government, or it is needed, in which case it is 
too bad the people who needed it couldn't have 
established it and financed it themselves. 

They probably feel, however, that it is a great 
thing that the Federal Government is doing it “for 
free.’’ This is one of the pernicious things about 
the incomprehensibly enormous gap between the 
money you pay to the government and the services 
you get in return: they're so far apart that you 
finally forget that if you weren't getting all those 
“services” you wouldn’t have to pay in all that 
money. It gets to seeming as if the services didn’t 
really cost anything, since you don’t seem to be 
paying any more money after the new services are 
added—except for higher taxes, which you ex- 
pected any way—than you did before. 

It’s like beer out of somebody else’s refriger- 
ator: it cost around thirty cents a can, but it doesn’t 
seem as if it cost a darn thing! 
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X-RAYS AND SKIN CANCER 


The following letter from Frank E. Adair to 
Dr. Mahlon Ashford was published in the Octo- 
ber, 1948 issue of the Bulletin of the New York 
Academy of Medicine. 


New York, September 14, 1948. 


Dr. Mahlon Ashford 
The New York Academy of Medicine 
Dear Doctor Ashford: 


It has come to my attention that there is the possi- 
bility of misinterpretation of two statements in my ar- 
ticle on the “Prophylaxis of Cancer” read before the 
19th Graduate Fortnight of The New York Academy 
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of Medicine, October 18, 1946 and as published in the 
Bulletin of The New York Academy of Medicine in 
July, 1947. I wish to modify these statements and hope 
it will make my meaning crystal clear. 


The first statement appearing on page 385 of the 
Bulletin reads as follows: 


“The removal of all precancerous lesions 
of the skin will save many a life from 
cancer, as skin cancer is the easiest of all 
types to cure.” 


Please substitute the following as more clearly conveying 
my meaning: 


“The early and proper treatment of malig- 
nant or suspicious skin lesions will save 
many lives, for skin cancer offers the greatest 
opportunity for cure.” 


The second statement I would like to modify appeared 
on page 386 of the Bulletin and reads as follows: 
“Any one who has ever had even a single 
dose of low voltage x-ray to the skin is a 
possible candidate for subsequent skin 
cancer.” 


For this statement I wish to substitute the following: 

“Under certain conditions and dosage, x-ray 
to the skin can produce skin cancer. There- 
fore this ray should never be used except by 
experts in this form of treatment. Well 
trained dermatologists using x-ray in the 
treatment of skin diseases are experts in this 
form of therapy.” 


In order that there may be no misunderstandings of 
my meanings, I would appreciate it if this letter be 
given publication in the Bulletin of The New York 
Academy of Medicine. 


FRANK E. Apairr, M.D. 


tA Y 5 A 


PROGRESS REPORT ON CANCER 
MORBIDITY PROJECT 

About one year ago, plans were started for a 
cancer morbidity study in Hawaii through hos- 
pital records. Valuable guidance and assistance 
were given by the Cancer Committee of the Ha- 
waii Territorial Medical Association. All county 
medical societies were contacted and all approved 
of the project after some discussion and helpful 
suggestions. The Hospital Association of Hawaii 
expressed considerable interest in the proposed 
study and their cooperation and support were 
assured. The assistance of this group has been 
greatly appreciated. The Medical Record Libra- 
rians have given valuable assistance in working 
out a report form to be used for abstracting in- 
formation from hospital records. The cooperation 
and assistance of this group has also been greatly 
appreciated. 

A little over six months ago the morbidity 
study was actually started. It is sponsored by the 
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Hawaii Territorial Medical Association, the Ha- 
waii Cancer Society and the Territorial Depart- 
ment of Health. Two physicians were placed in 
charge of the project. A statistics clerk and a 
stenographer have been engaged in abstracting 
information from the hospital records and they 
have also worked out a plan for putting the infor- 
mation on statistical punch cards so that it may 
be summarized from time to time with the least 
difficulty. The salaries of these two employees 
have been covered by a special cancer grant from 
the USPHS to the Territorial Health Department. 

All information obtained from records in this 
study is kept confidential as to identity of patient 
or physician. However, summaries of the types 
of tumors, diagnostic procedures and treatment 
methods may be obtained by interested physicians 
when special studies are to be made. Summaries 
of data obtained through the study will be released 
from time to time by the physicians in charge. 
Every record used in this study will be reviewed 
by one of the supervising physicians before being 
included in the study in order that accuracy of 
information may be assured. 

Up to December 1, 1948, 566 hospital records 
had been reviewed. Four hundred and thirty-six 
of these were found acceptable for inclusion in 
the study. Thirty-four records have been placed 
in the pending file since they are ones on which 
further information can probably be obtained. 
In other words, 470, or 83 per cent of the records 
are virtually acceptable. Ninety-six records have 
been placed in the questionable file because of lack 
of information to substantiate the diagnosis. How- 
ever, many of these records will be made accept- 
able by additional information from other hospital 
records. It is common to find that patients have 
been admitted to three hospitals, and it is often 
necessary to obtain information from all of these 
hospital records before getting a complete pic- 
ture. In general, the hospital records thus far 
have been good. 

In the present study we are going back five 
years in reviewing the records. We hope to keep 
the study current and go forward if possible. 
Over a long period this type of morbidity study 
should furnish information of value to all 
physicians in the follow-up of tumor cases, as 
well as in furnishing information on the tendency 
of benign tumors to become malignant, and 
should supply leads for tumor therapy and re- 
search. 

I. L. TrtDEN, M.D. 
W. B. QuUISENBERRY, M.D. 
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I. TUMORS* OF THE ALIMENTARY TRACT 


PAUL KLEMPERER, M.D. § 


Before we start with the discussion of the tumors of 
the alimentary tract I would like to say a few words 
regarding classification in general. Classifications can 
be made according to several points of view, and conse- 
quently there are certain categories. One can classify 
tumors according to their site within the affected organ; 
this is particularly appropriate for the roentgenologist 
and for the surgeon, especially for the stomach. It is 
obvious that a tumor in the cardia and one in the pylorus 
will be of different significance. In former years when 
surgery was not advanced enough to permit approach 
to the carcinoma high up in the cardia, it was quite 
obvious that exact localization was of major importance 
and therefore the classification according to site was of 
particular value. One can also classify tumors accord- 
ing to their gross appearance. Pathologists in general 
classify neoplasms according to gross appearance and 
consistency as well as according to histology and histo- 
genesis. 

Principally we classify all tumors into two groups: 
namely benign and malignant, and then by and large 
into epithelial and non-epithelial neoplasms. This is 
true of tumors in general, and particularly of those of 
the alimentary tract, which combines epithelial struc- 
tures forming the mucosa and non-epithelial tissues 
forming the rest of the wall. Tumors originate from 
either of these constituents. 


Stomach 


Tumors of the stomach are as you know extremely 
frequent. One can say that about 25 per cent of the 
malignant tumors of the body are localized within the 
stomach. Carcinoma of the stomach is of particular 
importance. The frequency of malignant tumors in the 
stomach is so great that while 98 per cent of the malig- 
nancies are carcinomata, and only 2 per cent are non- 
carcinomata, the sarcoma is nevertheless not rare. 


Non-malignant Epithelial Tumors 


I would like to present first the gross features of neo- 
plasms of the stomach and I start with the non-malig- 
nant epithelial tumors. These tumors of the stomach 
are commonly designated as polypi, but we should rather 
refer to them as polypoid adenomas. They are not infre- 
quently multiple. Polypoid adenoma of the stomach is 
by no means as frequent as in the colon; therefore a 
consideration of polypi will not be as significant as those 
of the colon, and particularly the question of possible 
transformation of polypi into carcinoma is not of so 
great importance for the stomach as for the colon. 

The final differential diagnosis between polypoid ade- 
noma and adenocarcinoma can only be made on histo- 


* Tumor’ 


is used throughout in its newer and restricted sense of 
“‘neoplasm.’’—Ed. 


§ Pathologist to Mount Sinai Hospital and Professor of Pathology, 
Columbia University, New York City. 


Transcript of lecture given before the Honolulu County Medical 
Society, May 11, 1948. 


logic examination. This large tumor,7 for instance, was 
not malignant. It was recognized clinically because of 
its location proximal to the pylorus. It is a pedunculated 
tumor which could fall into the pylorus and produce 
symptoms of obstruction. Here we have a rather large 
polypoid tumor with a pedicle; this tumor shows areas 
of ulceration. Whenever we find ulceration (and this 
holds for the stomach as well as for the colon) we must 
be suspicious and examine such areas histologically with 
particular care. This tumor, for instance, showed areas 
without malignant features, while the ulcerated portion 
was definitely malignant. I shall discuss the question of 
prognosis in these tumors again when I come to the 
colon. 

It might be stated here that whenever one has such a 
pedunculated tumor, particular attention must be paid 
to the pedicle, because it is infiltration by carcinomatous 
cells of the pedicle which influences the progress of the 
disease and changes therefore the choice of the surgical 
procedure. 

Occasionally one sees multiple polypi. How extensive 
a polyposis of the stomach may become is illustrated by 
the next picture, in which you see some isolated polypi, 
while the main part of the tumor is a diffuse plaque-like 
tumor, which reflects however still the appearance of 
polyposis. In the large intestine you quite frequently 
encounter this type of polypoid growth of a flat nature 
resembling somewhat a flower-bed—the Germans ap- 
plied the term Rasenpolyp. This type of tumor is not 
very common in the stomach. 


Malignant Epithelial Tumors: Carcinoma 


If we turn to the carcinomas we may again repeat 
that localization of the neoplasms plays a very important 
role. Here is a relatively small flat tumor which was 
quite soft on palpation, and was localized in the cardia. 
Tumors of the cardia are frequently lumped together 
with tumors of the fundal pouch of the stomach. The 
frequency of carcinoma in this location is not very high. 
About 8 per cent of carcinomata of the stomach observed 
at autopsy were localized in this region, either in the 
cardia or in the fundal pouch. It must be stated that 
in our statistical evaluation we used only autopsy ma- 
terial because surgical material is already selected and 
therefore statistical figures are not valid. In some in- 
stances it becomes difficult to decide where the tumor 
actually originated. A tumor of the upper part of the 
stomach frequently infiltrates into the esophagus. 

Here I should like to add a few words regarding 
biopsy diagnosis. As a rule it is not difficult to distin- 
guish microscopically between the carcinomata of the 
esophagus infiltrating into the stomach and the gastric 
carcinoma infiltrating into the esophagus, because the 
esophagus shows squamous cell carcinoma while the 
gastric carcinoma is practically always of a glandular 
type. It is, however, not always simple to make the dis- 
tinction on biopsy, and it is of importance to make the 


+ References such as this refer to lantern slides with which the lec- 
ture was illustrated. 
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differentiation because a choice of operation depends, as 
1 understand it, on whether tumor originates in the 
stomach or in the esophagus. Sometimes one is con- 
siderably puzzled because an immature carcinoma of 
the esophagus may resemble cytologically the immature 
carcinoma of the stomach. 

Now we come to the carcinoma of the stomach local- 
zed within what one might call the corpus of the stom- 
ach. One can divide the stomach into two portions: 
the fundus and the antrum. This division does not re- 
fect the gross but the histologic appearance of the 
mucosa. The fundus of the stomach is that part which 
has a mucosa which is formed by secretory glands. It 
is the actually functioning, secreting part of the stom- 
ach; while the other portion, the antrum, including the 
pylorus, does not contain the characteristic secreting 
cells, the peptic and acid cells, but is formed by elements 
which secrete mucus; this is the motor part of the stom- 
ach. The fundal portion includes the fundal pouch, the 
anterior and posterior walls, and the greater curvature. 
Now the most frequent localization of carcinomata in 
his portion is either the anterior or posterior wall and 
the greater curvature, only occasionally on the lesser 
curvature, high up. The huge tumors, of which you see 
here an example, are localized mainly on either the 
anterior or posterior wall of the stomach. This is one 
of the rather unusual types of carcinoma in which you 
see a very large tumor, but it is not a typical cauliflower 
carcinoma such as you will see in the next specimen. 
[t is smooth on the surface and shows deep furrows 
which give to the tumor a resemblance to an artichoke, 
in contrast to the more common cauliflower types. The 
significant feature of this and the next tumor is that 
such neoplasms, while sometimes very large, are well 
demarcated, and rarely show infiltration into the vicinity 
which is so characteristic for the great number of gastric 
carcinoma. Moreover, it is this type of carcinoma which 
is frequently free of metastasis. This is quite remark- 
able if the tumor is very large and shows necrosis and 
destruction on the surface. Even on microscopic exam- 
ination one need not find invasion of the adjacent normal 
mucosa. However, one should not be too sanguine about 
these tumors although a follow-up of patients after 
gastric resection for carcinoma shows that the cauli- 
flower types have the best prognosis. All the other 
tumors give unfortunately a rather bad prognosis. Car- 
cinoma of the stomach is so treacherous that one can 
never guarantee that there will not be a recurrence even 
after wide resections. 


Scirrhous Carcinoma 


Now we come to other forms of carcinoma. This pic- 
ture shows a flat carcinoma which is rather firm. If we 
apply the criterion of consistence for our classification 
the previous tumor would have been called medullary, 
the opposite to which is the hard or scirrhous carcinoma. 
We see in this specimen that one cannot be quite sure 
on mere palpation how far the tumor extends. It is 
evident that this tumor was resected rather close to its 
edge and the danger of recurrence is great. We must 
always examine very carefully the edges of the resected 
portion of the stomach to see whether they are invaded 
by tumor. In a case like this it had to be reported that 
the resection was carried through tumor tissue. 

A characteristic appearance of carcinoma of the stom- 
ach is shown in the next slide. I commonly refer to it 
as a saucer-shaped type of carcinoma. It shows elevated 
edges and the carcinoma infiltrates into and undermines 
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the adjacent mucosa so that it seems as if it is normal; 
nevertheless carcinoma extends quite widely into the 
vicinity. However, this type is not as treacherous in its 
progress as the next group. 

This is a relatively small infiltrating scirrhous carci- 
noma situated at the pylorus and producing a stenosis. 
It is obvious that such a tumor in this location will cause 
early symptoms and frequently very small carcinomata 
in this site come to early resection. On the other hand, 
not every carcinoma in this location of the antrum will 
necessarily produce symptoms of stenosis. This is illus- 
trated by the next slide which shows a flat diffusely in- 
filtrating carcinoma of the pylorus. It was found at 
post mortem examination of a patient who had no gas- 
tric symptoms and the discovery of carcinoma at autopsy 
was a surprise for the clinician. What I would like to 
point out in the next slide is that the tumor extends far 
beyond its obvious site. On histologic examination we 
found tumor cells far away from the tumor in areas 
which seemed to be perfectly normal. This insidious 
infiltration and advance of the carcinoma is characteris- 
tic for the infiltrating scirrhous carcinoma. In the further 
advance of these tumors the entire stomach may become 
infiltrated and one cannot see the origin of the carcinoma 
or the site of the original tumor. If you examine the 
cross section of the diffusely infiltrated stomach you 
notice a striking thickening of the wall, in which, how- 
ever, the individual layers of the stomach can still be 
distinguished. The mucosa is markedly narrowed, one 
hardly sees more than a thin line on the surface; then 
comes a thick and white submucosa and then the mus- 
cularis in which one sees white striation. This is a 
diffuse scirrhous or fibro carcinoma of the stomach 
which represents the most advanced gastric carcinoma. 
In the course of this neoplastic infiltration the stomach 
shrinks in size. It becomes small and assumes the shape 
and size of a leather bottle. 

A question of great importance for the surgeon at 
operation is how to recognize a carcinoma on the out- 
side. He can recognize it by palpation, of course, es- 
pecially the large tumor. However, an indurated chronic 
peptic ulcer may also feel like a hard mass. The tumor 
infiltration in the serosa which you see here as white or 
grayish criss-cross lines is always definite evidence of 
carcinoma; it denotes carcinoma infiltrating the serosal 
lymphatics. This picture shows an advanced stage but 
on close inspection one can recognize even minor infiltra- 
tion of the serosa. The serosal surface of the stomach 
in peptic ulcer does not show these grayish lines. In 
contrast, it shows a flame-shaped appearance due to 
the injection of blood vessels. 

Now we turn to this type of carcinoma, which is flat 
and ulcerated and suggests the possibility that one is 
dealing with a carcinoma which has originated in a 
peptic ulcer. The next slide shows such a case. On his- 
tologic examination, however, this was an ulcerated car- 
cinoma which could be established according to the 
criteria which I will discuss shortly. A carcinoma may 
undergo peptic ulceration and then its appearance is 
quite similar to that of a peptic ulcer with carcinoma 
developing within its edge. In this picture we see at one 
edge a wide infiltration of carcinoma into the adjacent 
mucosa. This is not a carcinoma originating in an ulcer 
but an ulcerated adenocarcinoma of the stomach. For 
comparison I present here a chronic peptic ulcer, rather 
high up in the lesser curvature of the stomach. The edges 
of the ulcer are smooth, not firmly infiltrated, and what- 
ever elevation you see is due only to inflammatory 
reaction. The statement has been made that an ulcer 
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exceeding a certain size is always carcinomatous. I 
cannot agree with this statement. I have seen peptic 
ulcers the size of my palm, which upon extensive and 
complete examination of practically every area of the 
circumference did not show neoplastic transformation. 
The size is therefore not a reliable criterion for the diag- 
nosis ulcer carcinoma. 


Carcinoma and Peptic Ulcer 


What then are the criteria which suggest that a carci- 
noma originated in a chronic peptic ulcer? There have 
been statements in the literature in the past according 
to which the frequency of carcinoma originating in peptic 
ulcer was estimated at zero to one hundred per cent. 
Some of the authors maintained that carcinoma never 
originates in a chronic peptic ulcer while others went so 
far as to believe that practically every carcinoma has 
developed from a peptic ulcer, particularly those sit- 
uated along the lesser curvature. We have therefore to 
be strict in establishing criteria to define which carci- 
nomata should be considered as having originated in a 
chronic peptic ulcer. It is obvious that one can suspect 
a carcinoma only then if it is located in one of the sites 
of the stomach which is commonly the site of chronic 
peptic ulcer. Chronic peptic ulcer of the stomach is 
localized in more than 95 per cent along the lesser cur- 
vature, either saddling it or close to it in the anterior 
or posterior wall. Therefore, one can safely say that a 
carcinoma which is localized distant from this strategic 
area cannot have been a peptic ulcer. Now then, the 
next feature one has to request is that a carcinoma sus- 
pected of having been originally a chronic peptic ulcer 
must reflect in its appearance the anatomic gross charac- 
teristics of an ulcer. It must have in shape that peculiar 
ear-lobe. appearance, which is so characteristic of the 
large chronic peptic ulcer. This criterion was first estab- 
lished by the French clinical pathologist, Hayem. It is 
then first, localization of the carcinoma, and second, its 
gross appearance, the shape of the ulcerated tumor, 
which gives us the right to suspect. If we are too san- 
guine we may suspect every one, and then it is obvious 
that we cannot come to any conclusion. It is further- 
more plausible that the huge polypoid tumors of the 
stomach which are commonly situated in the anterior 
or posterior wall, or at the greater curvature of the 
stomach, are not of ulcer origin. The next point is that 
we know by experience that the greater number of carci- 
nomata which can rightly be suspected as ulcer carci- 
nomata are located in the prepyloric area of the stomach. 
Consequently any chronic peptic ulcer which is localized 
from half an inch to an inch proximal to the pylorus 
should be suspected and carefully examined for the 
presence of minute areas of carcinoma. 

I would like to add here that one need not be so care- 
ful in regard to chronic peptic ulcer of the duodenum. 
I have never seen a carcinoma originating in a chronic 
peptic ulcer of the duodenum and I am supported by 
the statements of the literature. 

Some years ago we became very much interested in 
the question of the criteria of the ulcer carcinoma. First 
of all we can definitely say that there is such an entity, 
a carcinoma which originated in a chronic peptic ulcer. 
When we saw a case of a chronic peptic ulcer which 
appeared typical on macroscopic examination but showed 
microscopically carcinoma in a small sector of the cir- 
cumference we decided to investigate all the chronic 
peptic ulcers of the stomach which were received in the 
laboratory. Dr. Samuel Klein organized the investiga- 
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tion in such a way that he took sections, cut across the 
entire ulcer. By this method we tried to cover the ulcer 
completely. Of course, one cannot make serial sections 
of an ulcer which may be of a diameter of an inch and 
even more, but one can take blocks which include the 
entire ulcer and then section them so that one is sure 
one has covered in each of these slices at least a hundred 
micra. Then one can feel reasonably sure that one will 
not have missed an area of carcinoma. The method of 
investigation and conclusions regarding the problem .of 
ulcer-carcinoma have been briefly reviewed by Dr. Sam 
Klein in the April number of the Surgical Clinics of 
North America, 1947. 


Metastases 


The next question I would like to discuss relates to 
certain peculiarities of metastases in carcinoma of the 
stomach. Of course, carcinomata of the stomach metas- 
tasize in the usual way to regional lymph nodes, which 
are frequently affected, and next into the liver. But 
there are a few types of unusual metastases which I 
should like to present because they show clinical fea- 
tures which are of considerable interest. 

I reter first to the carcinoma of the stomach metasta- 
sizing to the lung in a peculiar diffuse manner, involving 
mainly the lymphatics, so that a characteristic network 
can be seen upon the pleura at autopsy. If such pul- 
monary metastases are very extensive, the x-ray exami- 
nation shows a characteristic picture. I present this case 
of a flat infiltrating carcinoma high up on the lesser cur- 
vature and invading into either wall of the stomach. 
Sometimes very small carcinomata of this kind may be 
the origin for extensive pulmonary infiltration, although 
they do not produce clinical symptoms pointing to a 
gastric neoplasm. On the next picture you see a gray- 
ish network running throughout the lung. On x-ray 
examination, I am told, this may resemble miliary 
tuberculosis, particularly if the hilar glands are not 
strikingly affected. Patients with this extensive lung 
involvement show symptoms of marked dyspnea and 
orthopnea and they sometimes develop right cardiac 
failure, which was evident in this particular case; the 
right ventricle shows some degree of hypertrophy. Due 
to the diffuse infiltration of the lung, the smaller 
branches of the pulmonary artery become narrowed 
by carcinomatous infiltration. You may speak of car- 
cinomatous endarteritis; this produces obstruction to 
the blood flow and therefore hypertension of the pul- 
monary circulation. Thus the rapidly advancing em- 
barrassment of the pulmonary circulation may cause 
the death of these patients in right cardiac failure. The 
carcinoma cells reach the lungs by way of the thoracic 
duct, the duct draining into the left subclavian vein 
and from here carcinoma cells are swept into the 
pulmonary artery and its branches. In addition, there 
is extension via lymphatics, and carcinoma cells are 
also accumulated within the perivascular and peri- 
bronchial lymph spaces. It is a peculiar experience that 
this type of pulmonary infiltration is most commonly 
found in carcinoma of the stomach and particularly 
in young individuals. A series of such cases was pub- 
lished some fifteen years ago by Dr. Edward Green- 
span of the Mount Sinai Hospital. 

Another type of metatasis in which the skeleton be- 
comes extensively invaded by carcinoma is of interest 
because it is associated with a peculiar clinical syndrome. 
Such cases show hemorrhagic diathesis, purpura of the 
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skin, and hemorrhages in internal organs. The blood 
picture in such patients is also frequently abnormal, 
‘hrombocytopenia being prominent. Moreover, these 
-ases may also present a picture of primary blood 
lyscrasia showing immature white elements in the 
lood. I recall one observation which I published 
,early thirty years ago in which the patient came to 
,utopsy with the clinical diagnosis of acute leukemia. 


Non-epithelial Tumors of the Stomach 


We proceed now with the non-epithelial tumors of 
he stomach and I refer first to the rather frequent 
sccurrence of small tumors in the wall of the stomach 
vhich are either leiomyomata, fibromata, neuromata, 
1 angiomata. Macroscopic differentiation is not pos- 
ible. We see these small tumors not infrequently at 
iutopsy but they have of course no clinical significance. 
They become significant, however, if they are larger. 
These non-epithelial tumors bulge either on the serosal 
surface of the stomach—we speak of those as exogas- 
ric—or they protrude on the mucosal aspect as endo- 
vastric tumors. Practically all these endogastric tumors, 
vhich histologically are composed of either smooth 
nuscle cells, fibroblasts, sometimes cells of Schwann’s 
heaths, show a superficial ulceration on the mucosal 
urface from which profuse bleeding may occur. The 
arcomatous types, and particularly the exogastric 
umors, may grow to tremendous sizes. During their 
slow growth they often undergo cystic degeneration. 
One of the tumors of this type, the size of a man’s 
head, was resected and the patient lived for years in 
perfect health. 

This and other experiences indicate that the non- 
epithelial tumors, even if they are sarcomatous, are 
relatively benign. However, again one must be cautious 
in the prognosis. In the next picture I demonstrate an 
ulcerated tumor which metastasized to the liver; the 
microscopic appearance is that of a very cellular 
myosarcoma of the type found commonly in the uterus. 
It can be added here that identical observations ob- 
tained in tumors of this type originating in the intes- 
tines. Fifty per cent of the non-epithelial tumors belong 
to the group mentioned so far. 

The other half is formed by lymphosarcoma, neo- 
plasms originating in the lymphatic tissue. On the 
serosal surface these tumors can hardly be distinguished 
from carcinoma. The involvement of the lymph nodes 
in these cases is of particularly significance because in 
the case of lymphosarcoma of the stomach we are con- 
fronted with the problem whether the gastric involve- 
ment is part of a systemic lymphosarcomatosis or 
whether it is a neoplasm restricted to the stomach. 
The differentiation is difficult for the surgeon; but I 
would say that whenever one encounters at the oper- 
ating table a tumor with extensive lymph node in- 
volvement, which on subsequent examination proves 
to be lymphosarcoma, one is dealing with generalized 
lymphosarcomatosis. Obviously, in such instances gas- 
tric resection is inadequate and the patient must be 
treated with radiation therapy. 

The gross diagnosis of gastric lymphosarcoma, and 
particularly the differential diagnosis from carcinoma, 
is not simple. A certain feature can, however, be 
pointed out. First, the infiltration is very diffuse 
throughout the wall and there is no evidence of fibrosis. 
It is, as you see in this picture, a diffuse white and 
rather soft tumor involvement. In the second place 
you see that the tumor progresses along the mucosal 
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folds so that they become giant folds. This is par- 
ticularly evident in the next picture, in which one sees 
a peculiar pattern of these giant folds resembling the 
gyrations of the brain. 


Small Intestines 


Tumors of the small intestines are not-very frequent 
and we can say that carcinoma of the small intestine 
is particularly rare. The most frequent site of carcino- 
mata of the small intestine is in the duodenum. They 
are either polypoid tumors at the papilla of Vater or 
flat tumors which may include the papilla but originate 
either proximally or distally from it. The remainder of 
the small intestine, the jejunum or ileum, is rarely 
the site of carcinoma. In fact, they are so unusual 
that some pathologists refused to accept any epithelial 
tumor of the small intestine as ordinary carcinoma. 
They stated that all the epithelial tumors in the small 
intestine belong to the group of argentaffine tumors. 
They occur sometimes singly, frequently they are mul- 
tiple in the small intestines. They are observed in 
every part of the alimentary tract, particularly fre- 
quently in the appendix, but a few cases have even 
been reported in the stomach. These argentaffine 
tumors, or carcinoids as they also have been called, 
seldom grow to sizes larger than a hazelnut. If they 
do, they cause symptoms of obstruction, particularly 
if they are localized at the ileo-cecal junction. 

I proceed now to show you a few of the non-epithelial 
tumors. They are identical in their type with those in 
the stomach. They bulge either into the lumen or pro- 
trude on the serosal surface. Occasionally we see cyst 
formation and there is frequent hemorrhage into the 
tumor. Sometimes these neoplasms give rise to in- 
tussusception. These tumors may prove to be very 
malignant. I show here a malignant myosarcoma of 
the small intestine with metastasis to the lung. Lym- 
phosarcoma of the small and large intestine is not un- 
common. A characteristic feature of lymphosarcoma 
of the intestine is that the lumen of the affected loop 
is dilated, contrast to the stricture usually caused by 
malignant tumors, especially by carcinoma. This is 
due to the fact that the wall of the intestine is diffusely 
infiltrated by lymphosarcoma cells without connective 
tissue proliferation. In cases in which one sees multiple 
lesions one must suspect that the intestinal involvement 
is part of a generalized lymphosarcomatosis. I should 
like to mention in addition the occurrence of metastatic 
carcinoma within the wall of the small and large in- 
testine. Bronchus carcinomas not rarely metastasize to 
the intestine and may even cause single metastasis. I 
have seen two cases of isolated metastatic melano- 
carcinoma. 


Large Intestine 


I proceed now with the tumors of the large intestine. 
Lipomata of the colon are frequently seen at autopsy. 
Sometimes such lipomata become very large and cause 
symptoms. I present here a resected superficially ulcer- 
ated lipoma which is obviously benign although the 
symptoms were those of hemorrhage and slight obstruc- 
tion and the clinical and roentgen examination suggested 
the existence of a large polypoid tumor. The other 
non-epithelial tumors of the large intestine should be 
mentioned only briefly and require no further descrip- 
tion because they are identical in every aspect to the 
types found in the stomach and small intestines. Of 
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great importance however, are the epithelial tumors. 

Benign pecunculated or sessile adenomata occur in 
the large in‘estines with extreme frequency. They are 
commonly referred to as polyp:. If one carefully looks 
for them in routine autopsy material one finds that 
they occur in 40 per cent of all the large intestines in 
the age group from 60 to 70. The distribution of these 
polypi is not the same as that of carcinoma of the 
colon. There is no preference for the left side of the 
large intestine, as is so obvious in carcinomas, of which 
we find 75 per cent on the left, and only 25 per cent 
on the right side. 

The frequency and localization of polypi is of great 
importance for our subsequent consideration regarding 
the problem of carcinomatous transformation of these 
benign tumors. The occurrence of double and multiple 
carcinoma, which is not rare in the colon, has also 
contributed to the problem of the relationship between 
polyp and carcinoma. Furthermore, polypi are fre- 
quently found in the vicinity of the carcinoma. Such 
experiences account for the belief, widely held by sur- 
geons, that carcinomata originate with singular fre- 
quency from polypi. The transformation of polypi 
into carcinoma is a fact which is fully established by 
pathologic investigation. The problem is not whether 
it occurs, but how frequent this transformation is. 

One of the reasons why surgeons and pathologists 
have sometimes expressed the idea that practically 
every polyp is a potential carcinoma may be based 
on the experience in so-called familial adenomatosis. 
I present here a picture in which the entire colon was 
riddled with large and small pedunculated polypi. In 
addition, you can see an infiltrating carcinoma. Familial 
polyposis or adenomatosis practically always becomes 
associated with carcinoma, and the carcinomatous de- 
generation of one or several polypi may occur at an 
early age. This carcinomatous transformation of polypi 
is, however, a special feature of this peculiar familial 
malady. We must not forget that there is a peculiar 
genetic constitution which is responsible for this con- 
dition, and must be cautious in making any generaliza- 
tion as regards the question of the carcinomatous degen- 
eration of ordinary polypi. Generalized adenomatosis 
must be separated from multiple polypi. 

The carcinomatous transformation of a single polyp 
can be suspected on gross examination. I present here 
a large pedunculated polypoid growth in which there 
are several areas which differ in their color from the 
rest of the tumor. Whenever we encounter a polyp 
which shows variation in appearance and consistency 
we must suspect the possibility of development of 
carcinoma and examine it very carefully under the 
microscope. This case, for instance, proved to be a 
polyp with early carcinomatous transformation. Since 
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it is obviously pedunculated one could recommend a 
simple resection of the tumor. One has however to be 
cautious and has to examine the stalk for tumor in- 
vasion. Only if the pedicle is free on microscopic 
examination can one rest satisfied with simple resection. 
The carcinoma which develops in the pedunculated 
polyp is not as dangerous as the flat sessible polyp 
with malignant transformation. In the next picture you 
see the cross section through a flat polypoid neoplasm. 
You see that the muscular coat is not involved and 
the submucosa seems to be free except in one area 
where there is beginning invasion by carcinoma cells. 
This infiltration occurred just below an ulcerated focus 
at the surface. 

There are certain types of polypi which we have to 
view with greater suspicion than others, but the micro- 
scopic examination alone can decide; the microscopic 
examination supplies us also with criteria to recognize 
the probability of future carcinomatous degeneration 
of a polyp. Among the microscopic features which 
have to be considered there are villous appearance of 
the polyp, irregularities in the cell arrangement, 
atypism of the surface cells and particularly the 
occurrence of conspicuously large nucleoli. These are 
the features which can be interpreted as evidences of 
potential malignancy. 

I am unable to give a definite statistical estimate as 
to the frequency of the transformation of polypi into 
carcinoma. From the data which I have assembled I 
believe that about 20 per cent of the carcinomata of the 
colon originate in polypi. Since autopsy experiences 
have demonstrated that benign polypi are very fre- 
quent in the colon, it is obvious that this percentage 
does not apply to the carcinomatous transformation of 
the benign polyp. It is certainly much lower. 

There is finally the question of the development 
of carcinoma in wlcerative colitis. I present a picture 
of such a case in which you see the typical chronic non- 
specific ulcerative colitis and, here, a carcinoma. There 
are reports from the Mayo Clinic according to which 
this was found to be a relatively frequent occurrence. 
Their figures were statistically evaluated. Our experi- 
ence is not the same. Although we have seen very 
many cases of ulcerative colitis we have observed only 
3 cases of associated carcinoma. 

At the end I would like to present a tumor which is 
rare, but nevertheless deserves your attention because 
of its extreme malignancy. You see here the picture 
of a melanocarcinoma of the rectum. 

Finally, another neoplastic condition should be men- 
tioned, although it does not originate within the colon. 
It is the adenomyosis of the recto-vaginal septum 
which sometimes causes stricture and a clinical picture 
identical to carcinoma 
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HAWAII COUNTY MEDICAL SOCIETY 


The 277th regular meeting of the Hawaii County 
Medical Society was held in the staff room of the Hilo 
Memorial Hospital on October 14, 1948. The meeting 
was called to order at 7:45 P.M. by the President, Dr. 
Leabert Fernandez. Members present were: Drs. Leo 
Bernstein, S. R. Brown, M. H. Chang, M. L. Chang, 
W. T. Chock, H. E. Crawford, E. B. Cunningham, 
D. S. Depp, L. R. Fernandez, S. M. Haraguchi, V. Jim, 
J. Jenkin, S. Kasamoto, W. Loo, R. M. Miyamoto, A. 
Orenstein, C. L. Phillips, H. M. Sexton, G. Tomoguchi, 
H. B. Yuen. Guests present were: Dr. G. Batten, Mr. 
O. B. Patterson, Mr. James Carroll, Mr. Robert H. 
Ward. 

An invitation from the Hawaii County Dental So- 
ciety to hear an address by Dr. R. C. Dalgleish, Trustee 
of the American Dental Association, was presented. 
The program is to be held in the staff room of the Hilo 
Memorial Hospital at 7:30 P.M. on November 4, 1948. 

The Report of The Public Policy and Grievance Com- 
mittee was presented. The Committee announced that a 
meeting with Dr. G. Batten and the local Cancer Society 
was planned to emphasize the need for expenditure of 
cancer funds for education, diagnoses and follow-up 
work on this island. 

The contractual fee schedule previously mailed to 
all members was discussed. Dr. H. Sexton moved that 
the proposed contractual fee schedule, including the 
recent changes, be approved in principle provided that 
it does not jeopardize HMSA. Seconded by Dr. C. 
Phillips and carried unanimously. In addition, the fol- 
lowing comments were made: the unit value for in- 
surance examinations should be 10.0 instead of 7.5; 
the surgery schedule for pterygium is too high: the unit 
value should be about 35.0 instead of 60.0; the unit 
value of tonsillectomy is too high; the services included 
under normal delivery should be clarified regarding 
prenatal and postpartum care. 

Mr. O. B. Patterson, Executive Director, HMSA, 
discussed the new HMSA program. 

Dr. G. Batten discussed the proposed program of 
the Hawaii Cancer Society which includes education, 
medical care, consultation services and research. 

A film was shown on “Curare in Barbiturate Oxygen 
Anaesthesia.” 
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The 278th regular (and semi-annual) meeting of the 
Hawaii County Medical Society was held at the Hilo 
Country Club on November 20, 1948. A golf tourna- 
ment was held in the afternoon and dinner was served 
at 6:45 P.M. The business meeting was called to order 
at 7:45 P.M. by the Vice-President, Dr. H. Sexton, in 
the absence of the President, Dr. L. Fernandez. Mem- 
bers present were: Drs. W. N. Bergin, L. Bernstein, 
M. H. Chang, M. L. Chang, W. T. Chock, H. E. Craw- 
ford, E. B. Cunningham, S. M. Haraguchi, R. T. Hata, 
S. Kasamoto, T. Kutsunai, W. F. Leslie, W. Loo, J. 
Matsumura, R. M. Miyamoto, H. Okada, A. Orenstein, 
T. Oto, C. L. Phillips, H. M. Sexton, L. L. Sexton, W. J. 


Seymour, G. Tomoguchi, T. D. Woo, and H. B. Yuen. 
Guests present were Dr. F. D. Nance and Mrs. R. 
Keleher. 

A letter was read from Dr. Vernon K. S. Jim re- 
questing the transfer of his membership to the Maui 
County Medical Society. 

A request from the Hawaii Tuberculosis Association 
for the purchase of Christmas Seals was presented. The 
Public Policy and Grievance Committee submitted their 
recommendation that the Society forego this purchase 
since the membership are approached individually for 
contributions and since it would set a precedent for all 
fund collecting projects. Dr. A. Orenstein moved, sec- 
onded by Dr. W. Loo that the recommendations of the 
Public Policy and Grievance Committee be accepted. 
This motion was carried unanimously. 

A letter was read from Dr. Fred Irwin, Medical Di- 
rector, HMSA, regarding the complaint of the Veterans 
Administration that physicians charged the maximum 
fee of $5.00 for hospital visits instead of the usual fee 
of $3.00 charged private patients. The Public Policy 
and Grievance Committee submitted the following 
recommendations on this matter. The concensus of the 
Committee was that the Veterans Administration fee 
schedule is at fault. The Committee recommended the 
payment of $3.00 per hospital visit for the entire 
period of hospitalization rather than the current prac- 
tice of payment of $5.00 per visit for a portion of the 
total visits. It was moved by Dr. W. Seymour, sec- 
onded by Dr. H. Yuen and carried unanimously that the 
recommendations of the Public Policy and Grievance 
Committee be approved. 

Communications were read on the HMSA “C” Sched- 
ule plus 10% additional. These communications were 
received from Dr. Fred Irwin, Medical Director, HMSA; 
Mrs. Edith C. Bennett, Executive Secretary, Hawaii 
Territorial Medical Association; and Dr. S. L. Yee, Sec- 
retary, Honolulu County Medical Society. The Public 
Policy and Grievance Committee reported their recom- 
mendations were that the Society adopt this fee schedule 
temporarily to facilitate the operation of HMSA, but 
that all facts regarding a uniform fee schedule for con- 
tractual operations be brought out by the Territorial 
Public Relations Committee and submitted to the House 
of Delegates before final action is taken. The Commit- 
tee also recommended that they give this matter further 
study and report at the next meeting. 

It was the consensus that although the HMSA oper- 
ates on a contractual fee schedule, it is a non-profit 
organization supported by the physicians as a method 
for combating socialized medicine. Dr. A. Orenstein 
moved, Dr. C. Phillips seconded, that the Society ap- 
prove the HMSA “C” Schedule plus 10% additional. 
This motion carried unanimously. It was agreed that 
the Public Policy and Grievance Committee study 
further the problem of fee schedules for contractual 
operations. 

The Public Policy and Grievance Committee reported 
that Mr. S. K. Smiddy, representing the Rotary Club 
of Hilo, requested the approval of the Medical Society 
for the establishment of a cerebral palsy treatment 
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center in Hilo. Plans for this project were outlined. 
The Public Policy and Grievance Committee recom- 
mended that the Hawaii County Medical Society ap- 
prove and support the proposed cerebral palsy project. 
Dr. A. Orenstein moved that the Committee’s recom- 
mendations be accepted. Seconded by Dr. H. ‘Yuen 
and carried unanimously. 

The scientific program consisted of a talk on “The 
Care of Premature Infants” by Dr. F. D. Nance of 
Honolulu. He recommended the establishment of a cen- 
tral premature center to which all hospitals could send 
their prematures for care. Mrs. Rae Keleher, Hospital 
Nursery Consultant, Health Department, Territory of 
Hawaii, spoke on “The Nursing Care of Premature 
Infants.” She emphasized the need of a sufficient num- 
ber of well trained nurses who could provide individual- 
ized care for premature infants. 


Leo BERNSTEIN, M.D. 
Secretary 


seg 
HONOLULU COUNTY MEDICAL SOCIETY 


The monthly meeting of the Honolulu County Medi- 
cal Society was held in the Mabel Smyth Building on 
November 5, 1948 with Dr. Gotshalk presiding; 46 
members and guests and 6 patients for demonstration 
present. 

The chairman announced that a bulletin is now being 
sent to all members informing them of actions taken 
by the Board of Governors. Business transacted by 
that Board may be brought up for discussion at the 
next County Society meeting. 

Mrs. Bennett read an invitation from the nurses to 
attend an “open house” and a dramatic presentation 
in connection with their Diamond Jubilee celebration. 

The scientific program was presented by the staff of 
Aiea Naval Hospital. Captain Tayloe, commanding 
officer of the hospital, introduced the speakers. Com- 
mander Edward A. Kearney told of his experience with 
vagotomy. His paper was discussed by Dr. Rogers 
Hill. Commander John H. Cox presented an unusual 
case of bone involvement in early syphilis. Drs. Samuel 
Allison, Edwin Chung Hoon and Walter Quisenberry 
discussed his paper. 

Refreshments were served on the lanai. 
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A regular meeting was held on Friday, December 3, 
1948, at 7:30 p.m. in the Mabel Smyth Building. Dr. 
Gotshalk presided. There were 112 members, patients, 
and guests present during the scientific meeting. 
Seventy-six doctors remained for the business meeting. 

A color and sound movie was shown—Curare, Barbi- 
turate, Oxygen Anesthesia. 

Dr. J. Robert Jacobson of the Territorial Hospital 
presented a paper on Psycho-dynamic Electro-therapy, 
a New Psychiatric Modality. Dr. Jacobson’s paper 
was discussed by Dr. Guensberg and Dr. Stevens. 

Dr. Hill, as chairman, presented the following re- 
port of the Fee Schedule Committee: 


We make the following recommendations for your approval: 


1. Separate H.M.S.A. fee schedule. Old C schedule plus 10% as 
voted by the Society. 
2. Revised preamble to the industrial accident fee schedule. 
3. Revised industrial accident fee schedule, as submitted. 
4. Revised Life Insurance examination fees as follows: 
NII snloatedicastaateih-tdeinunsinkekintintienenveatniaseiiteesseatieiion 
I SIND sihetaicidaitessshicoeciasipneidspeiiniauincomatiie 
Letter of information 








HAWAII MEDICAL JOURNAL 


Pointing out that this was a majority report, he also 
read the following minority report: 


Recommended revision of life insurance examination fees: 
































Regular $10.00 

Short form 5.00 

Letter of information nae 3.00 

Recommended revision of calls and consultations: 

First office visit $ 5.00 
Subsequent office visits................ 4.00 
Hospital  visits..............c.«------ 4.00 
House visits, day. . 8.50 
House visits, night................. 10.00 
Consultation, hospital...... 15.00 
OO Ea 25.00 


Consultation, office 15.00 
Suggested addition of i 4 75 cents during the day and $1.00 
at night, for more than 5 miles from point of departure. 





The chairman stated that when the fee schedule is 
agreed upon by the Medical Society, it will not become 
effective immediately. It must still be negotiated with 
the insurance companies. 

The recommendation of a separate H.M.S.A. fee 
schedule, consisting of the previous “C” schedule plus 
10 per cent, was unanimously approved on motion 
of Dr. Arnold, Jr., duly seconded. The recommenda- 
tion to adopt the revised preamble to the industrial 
accident fee schedule, as presented to the Society by 
mail on November 23, 1948, was unanimously ap- 
proved. 

The fees for calls and consultations on page 4 of 
the revised industrial accident fee schedule were dis- 
cussed in comparison to those submitted in the minority 
report. Dr. Arnold, Jr. moved the adoption of the 
majority report in regard to calls and consultations. 
The motion was seconded and passed by a vote of 34 
to 19. Dr. Hartwell moved that the minimum fee 
for any type of anesthesia be $10.00. The motion was 
seconded and carried by a vote of 28 to 2. 

The Fee Schedule Committee recommended the dele- 
tion of the item “Intravenous antiluetic medication 
p.c.d. $5.00.” It recommended the addition of an item 
“Psychiatric examinations by arrangement and agree- 
ment.” These were both accepted by the Society. 

Dr. Gordon moved, seconded by Dr. Liljestrand, 
that the entire industrial accident fee schedule be ac- 
cepted according to the majority report. A motion by 
Dr. Gaspar, seconded by Dr. Cloward, to table Dr. 
Gordon’s motion, was defeated by a vote of 14 to 25. 
Dr. Gordon’s motion to accept the revised fee schedule 
was carried by a vote of 29 to 17. 

Dr. Cloward proposed that all of the neurosurgical 
fees be omitted from this fee schedule. However, he 
was assured the Fee Schedule Committee would be 
receptive to any suggestions from him and the fees 
were allowed to remain. 

The fees for life insurance examinations were dis- 
cussed, as recommended by the majority and minority 
reports. Dr. Mon Fah Chung moved acceptance of the 
minority report providing for a regular life insurance 
examination at $10.00, short form $5.00, and letter 
of information $3.00. This motion was seconded and 
passed by a vote of 39 to 1. 

Dr. Gordon moved that the Fee Schedule Commit- 
tee be empowered to negotiate this fee schedule with 
the insurance carriers. The motion was seconded and 
passed. 

The business meeting adjourned and refreshments 
were served on the lanai. 

SAMUEL L. YEE, M.D. 


Secretary 
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KAUAI COUNTY MEDICAL SOCIETY 


The regular monthly meeting of the Kauai County 
Medical Society was held at the Wilcox Memorial 
Hospital in Lihue, Kauai, on November 10, 1948. 
Members present were Drs. Bickell, Chisholm, Cockett, 
Fujii, Goodhue, Ishii, Mason and Masunaga. Dr. Lynn, 
Psychiatrist of the Bureau of Mental Hygiene and Dr. 
Steuerman, Resident Physician at the Wilcox Memorial 
Hospital were present as guests. 


Dr. Lynn voiced his appreciation to the Kauai doctors 
for their interest and cooperation in neuropsychiatric 
referrals. He then discussed electroshock therapy. Fol- 
lowing this, the Treasurer pointed out that donations 
to the Kauai County Medical Society Mental Hygiene 
Fund were suffering from progressive laxations on the 
part of the Kauai doctors who referred cases for psy- 
chiatric consultation. The members went on record as 
approving the forwarding of monthly statements for 
donations on psychiatric referrals. These donations 
are to be used for the purchase of psychiatric materials 
and for the advancement of Dr. Lynn’s work on Kauai. 


A film titled, ‘‘Curare in Barbiturate 
Anesthesia” was shown at 7:40 p.m. 


Oxygen 


WiILL1AM N. GOoopHUE, M.D. 


Secretary 
7? 7 y 


MAUI COUNTY MEDICAL SOCIETY 


The regular December meeting of the Maui County 
Medical Society was held at the Maui Grand Hotel, 
Tuesday, December 20, at 7:00 P.M. Members present: 
Drs. Tompkins, Sanders, Fleming, Wong, Kashiwa, 
Patterson, McArthur, Beland, H. Kushi, Rockett, Bur- 
den, Cole, Kanda, and Underwood. Guests: Drs. Allen 
and Jim. 

The financial report was given by the treasurer. It 
was moved by Dr. McArthur, seconded by Dr. Sanders, 
that the cost of the two parties given to the visiting 
Honolulu doctors be pro-rated among the Maui doctors 
exclusive of the doctor from Hana. Passed, with one 
dissenting vote. 
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It was moved by Dr. Burden, seconded by Dr. Flem- 
ing, that the society purchase a 3x4 slide projector, 
using from the treasury whatever amount is necessary 
over and above the amount donated by the Honolulu 
doctors. 

It was moved by Dr. Burden and seconded by Dr. 
Patterson that the Women’s Auxiliary be paid the sum 
of $213.63 for expenses incident to entertaining the 
Honolulu doctors. Passed unanimously. 

It was moved by Dr. McArthur and seconded by Dr. 
Beland that the subscriptions to all medical magazines 
be allowed to expire when the time comes to renew each 
subscription. Due to the fact that the doctors live a 
considerable distance from Malulani Hospital and since 
after investigation it was found that the doctors sub- 
scribe to the majority of the magazines for themselves, 
it was felt that a continued outlay of money for this 
purpose served no useful purpose. Passed unanimously. 

It was moved by Dr. Sanders, seconded by Dr. Cole, 
that the society accept the H.M.S.A. C Schedule plus 
10% as the standard for fees charged the H.M.S.A. for 
medical care of their subscribers. Passed unanimously. 
The secretary was instructed to write Dr. Irwin inform- 
ing him of this action. It was moved by Dr. McArthur 
and seconded by Dr. Sanders that this society use the 
H.M.S.A. C Schedule plus 10% as the basis of all 
charges for care of beneficiaries of the Veteran’s Ad- 
ministration. Passed unanimously. The secretary was 
instructed to inform Dr. Irwin and the H.M.S.A. of this 
action. 

It was moved by Dr. McArthur and seconded by Dr. 
Burden that, ‘““The Maui County Medical Society go on 
record as believing that the theory of Communism is 
un-American and detrimental to the American way of 
life and that the Maui County Medical Society will be 
glad to lend its support to any movement or organiza- 
tion tending to curb the theories of Communism.” Passed 
unanimously. The secretary was instructed to inform 
the Commander of the American Legion, Maui Post 
No. 8, of this action. 

President Kanda appointed the following members to 
the nominating committee: Drs. Izumi (Chairman), 
Patterson and Dunn. 

E. B. UNDERWOOD, Secretary 











THE HONOLULU COUNTY MEDICAL LIBRARY 





Mrs. ETHEL HILL, Librarian 
Miss KATHERINE NEWHALL, Assistant Librarian 
Phone 65370 
8:00 a.m. to 4:30 p.m., and 7:30 p.m. to 9:30 p.m. 
Monday through Friday 
Closed Saturdays at noon and Sundays 


Closed all day and evening on National holidays 
and at noon on Territorial holidays 





RECENT ACQUISITIONS 
Allergy 


Vaughan, W. T. Practice of allergy. 2nd ed. c1948. 
(Gift of publisher. ) 


Anatomy & Physiology 
Kimber, D. C. Textbook of anatomy and physiology. 
12th ed. (From Nurses’ Association.) 
Maximow, A. A. A textbook of histology. Sth ed. 
c1948. (Gift of publisher. ) 


Cardiology 
Brams, W. A. Treatment of heart disease. 1948. 
(Gift of publisher. ) 
Groedel, F. M. The venous pulse and its graphic 
recording. c1946. (Gift of author.) 


Dermatology 
American Academy of Dermatology and Syphilology, 
Registry Committee on Dermal Pathology. Aflas 
of dermal pathology. 4th ed. c1948. (Gift of 
Medical Dept., U. S. Army.) 
Wiener, Kurt. Skin manifestations of internal dis- 
orders. C1947. 


Endocrinology 
Selye, Hans. Texthook of endocrinology. c1947. 


Family Ethics 
Fishbein, Morris, ed. Successful marriage. 1947. 
(Gift of publisher. ) 
Kinsey, A. C. Sexual behavior in the human male. 
c1948. (Gift of publisher. ) 


Hospitals 
A.M.A. intern’s manual. 
Huffman, E. K. Manual for medical records librar- 
ians. 2nd ed. c1948. (From Hospital Association. ) 


Laboratory Technique 
Gradwohl, R. B. H. Clinical laboratory methods and 
diagnosis. 4th ed. 3 v. c1948. (Gift of publisher.) 
Zinsser, Hans. Textbook of bacteriology. 9th ed. 
c1948. (Gift of publisher.) 


Medical Dictionaries 


Kato, T. Neues medizinisches worterbuch der Japa- 
nisch, Lateinisch, Deutschen und .Englischen 
Sprache. 1924. (Gift of Library of Hawaii.) 

Littre, E. Dictionnaire de medecine. 19th ed. 
(Gift of Dr. L. A. R. Gaspar.) 


1902. 


Neurology and Psychiatry 
Association for research in nervous and mental 
disease. Epilepsy. v. 26. c1947. 
Karpman, Ben. Case studies in the psychopathology 
of crime. v3-v4. ¢1948. (Gift of publisher.) 


Nursing 


Brown, E. L. Nursing for the future. c1948. (From 
Nurses’ Association. ) 

Campbell, A. D. Gynecology for nurses. c1946. 

Gilbert, A. J. Essentials of pharmacology and materia 
medica for nurses. 2nd ed. c1944. 

Lowsley, O. S. Urology for nurses. 2nd ed. c1948. 
(From Nurses’ Association. ) 

Montag, M. L. Nursing arts. c1948. (Gift of pub- 
lisher. ) 

National Nursing Council. A thousand think to- 
gether. 1948. (Gift of Hawaii Chapter, National 
League of Nursing Education.) 

Neal, R. E. Chemistry in nursing. 1948. (From 
Nurses’ Association. ) 


Ophthalmology 
Clevenger, E. I. Principles governing eye operating 
room procedures. c1948. (Gift of publisher.) 
Goar, E. L. Handbook of ophthalmology. 1948. 
(Gift of publisher. ) 
Wolff, Eugene. The anatomy of the eye and orbit. 
3rd ed. c1948. 


Pediatrics 
Shultz, G. D. Your baby. c1948. (Gift of publisher. ) 


Pharmacology & Therapeutics 
Long, P. H. A-B-C’s of sulfonamide and antibiotic 
therapy. c1948. (Gift of publisher.) 
Wright, H. N. A textbook of pharmacology and 
therapeutics. 4th ed. c1948. (Gift of publisher.) 


Psychology 


Dorsey, G. A. Why we behave like human beings. 
c1925. (Gift of Mrs. Castle.) 


Roentgenology 
Brailsford, J. F. The radiology of bones and joints. 
4th ed. c1948. 
Glasser, Otto. Physical foundations of radiology. 
1944. 
Surgery 
Ilgenfritz, H. C. Preoperative and postoperative care 
of surgical patients. c1948. (Gift of publisher.) 
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Tuberculosis 


National Tuberculosis Association. Tuberculosis hos- 
pital and sanatorium directory. c1948. (Gift, of 
Tuberculosis Association. ) 


Urology 
Addis, Thomas. Glomerular nephritis. c1948. 
Everett, H. S. Gynecological and obstetrical urology. 
2nd ed. c1947. 


Miscellaneous 


American Association for the Study of Goiter. Trans- 
actions. 1947. 

Cochrane, R. G. A practical textbook of leprosy. 
1947. 

Dowling, J. F. The acute bacterial diseases. 1948. 
(Gift of publisher.) 

Fishbein, Morris. Medical writing. 2nd ed. c1948. 
(Gift of publisher.) 

Froeschels, Emil. Twentieth century speech and voice 
correction. ©1948. (Gift of publisher. ) 

Hamburger, Jean, ed. Medical research in France 
during the war. (1939-1945.) n.d. (Gift ‘of the 
Rockefeller Foundation.) 

Leitao, Antoni. Tellurologie et climatologie medicales. 
1921. (Gift of Dr. L. A. R. Gaspar.) 

Petersen, W. F. Man, weather, sun. 
of publisher. ) 

Rivera, Diego. Sus frescos. 1946. (Gift of Dr. H. L. 
Arnold.) 

U. S. Public Health Service. Recent advances in the 
study of venereal diseases. 1948. (Gift of U. S. 
Public Health Service.) 

Warkentin, John. Physician's handbook. Sth ed. 
c1948. (Gift of publisher.) 

Zimmerman, E. C. Insects of Hawaii. 5v. 1948. 
(Gift of publisher.) 


c1947. (Gift 





The Bureau of Mental Hygiene, now located 
in new quarters on the grounds of the University 
of Hawaii, has requested the recall of many books 
which were placed in the Medical Library on 
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loan. These books have been listed in past issues 
of our acquisitions, and should anyone wish to 
borrow them, application should be made direct 
to the Bureau, whose new telephone number is 
94812. 





An article entitled ‘‘Duo Liquid Adhesive—its 
Uses in Neurosurgery” by Dr. Ralph B. Cloward 
appeared in the American Journal of Surgery for 
September, 1948. 





A case report entitled ‘‘Diasone Treatment of 
Actinomycosis of the Jaw,” by Dr. Harry L. 
Arnold, Jr. and Dr. E. R. Austin, appeared in the 
J.A.M.A. for November 27, 1948. 





The Medical Library wishes to thank the Sur- 
gical Society for their continuation of the sub- 


scription to the Surgery Section of Excerpta 
Medica. 





A large shipment of medical journal duplicates 
was recently sent to the Scientific Library in 
Manila. They were received with many expres- 
sions of appreciation. 





The Transactions of the Hawaii Territorial 
Medical Association are now being indexed for 
the first time. These proceedings are a most inter- 
esting and valuable record of early medical re- 
ports in the islands, and it is regrettable that none 
were published prior to 1904. 











BOOK REVIEWS 





Medical Clinics of North America. September 1948 issue. Boston 
Number. pp. 1159 to 1482 incl. $18.00 per yr. W. B. Saunders 
Company, Philadelphia and London, 1948. 

This issue of a perennial pillar of medical wisdom 
is devoted to specific methods of treatment. The gamut 
is run from Infertility to Poliomyelitis. There is in- 
cluded something of interest for practically every kind 
of medical practitioner—there are even a few poly- 
pharmaceutical prescriptions for the treatment of extra- 
systoles which would delight an herbalist. 

Medical treatment of urinary calculi is one of the 
more fascinating sections. Various diets and medica- 
tions are suggested to alter the pH of the urine and 
thus prevent stone formation in patients who have 
passed stones of known composition. A “solution G 
(main component: citric acid) is offered which will 
dissolve calcium phosphate stones. Ureteral irrigation 
for as long as forty days with this solution is required 
to dissolve large stones. 

The sections on medical treatment of rheumatoid 
arthritis and essential hypertension are, as usual, dis- 
couraging. The use of veratrum viride in the treatment 
of hypertension is being revived. It is apparently a 
potent hypotensive agent since only 10 to 20 per cent 
of patients fail to get a hypotensive effect. However, it 
is a much more difficult drug to manage than even the 
thiocyanates. Fine adjustments in dosage are necessary 
to prevent vomiting. 

Each subject is covered thoroughly, and the reading 
is easy and enjoyable. When you've finished the volume 
you have the complete and final word on a variety of 
subjects—-at least until next month. 


C. A. DOMZALSKI, JR., M.D. 


Surgical Clinics of North America—Symposium on Surgical Physi- 
ology. Mayo Clinic Number. pp. 851-1121. Price $18.00 per yr. 
W. B. Saunders Company, Philadelphia and London, 1948. 
This number consists of six chapters on surgical 

physiology and thirteen clinics on general surgical sub- 

jects. An apparatus for recording physiological variables 
during operations on man is described. This apparatus 
can record arterial and venous blood pressure, using 
the strain gauge manometer as described by Lambert 
and Wood; changes of respiratory pressure within the 
anesthetic mask, using a similar strain gauge manometer 
within an air system; arterial oxygen saturation, using 

Millikan’s compensated circuit oximeter; the electro- 

cardiogram and the pulse rate, using the cardiotacho- 

meter as described by Sturm and Wood; and appro- 
priate time signal. 

Records have been obtained of the changes of arterial 
blood pressure which occurred in the course of four 
resections for coarctation of the aorta. Severe acute 
hypertension occurred in 2 cases in which the left sub- 
clavian artery was temporarily clamped, and was not 
encountered in 2 other cases in which this vessel re- 
mained uninterrupted. On the basis of these observations 
during resection for coarctation of the aorta, it is recom- 


mended that whenever possible, the proximal aortic 
clamp be placed distal to the subclavian artery to avoid 
the severe hypertension. This article should be studied 
by all interested in cardiovascular surgery. The use of 
this new apparatus in the operating room enlarges an 
interesting field previously limited to the laboratory. 

Seybold contributes an interesting discussion on early 
postoperative atelectasis after lobectomy. This article 
emphasizes prevention and is worth reading for all 
chest surgeons. 

Dixon and Judd present a study of all cases of con- 
genital megacolon in which surgical treatment was 
given during the years 1909-1945, a total of 80 cases. 
Twenty-six patients had sympathectomy and 54 under- 
went resection of the colon. They believe the treatment 
of choice is resection of the diseased segment of the 
bowl. 

The other clinics of general surgical nature are well 
presented and illustrated. 


KENNETH AMLIN, M.D. 


By Perrin H. 


A-B-C’s of Sulfonamide and Antibiotic Therapy. 
L W. B. Saunders 


ong, M.D., F.R.C.P. 231 pp. Price $3.50. 
Company, Philadelphia and taoten, 1948. 
This handy little book is a concise compendium of 
the pharmacology of the sulfonamides and the anti- 
biotics. Coming as it does from the pen of a man who 
has been concerned with these substances from their 
first introduction into medicine, it is what one would 
expect it to be, an authoritative statement of the phar- 
macology, the uses and the indications and contraindica- 
tions for these substances. It is astonishingly up to date, 
containing as it does the discussion of even procaine 
penicillin and the aerosol method of administration. 
The section containing individual statements of the 
method of treatment advised in various diseases is 
particularly useful in that in many of them the frank 
statement is made that neither the sulfonamides nor any 
of the antibiotics are of any use in the treatment of 
this disease. Where the matter is still open to discussion, 
it is clearly stated that sufficient trial has not been made 
or at least the results have not been published to justify 
a statement, as, for example, in the case of plague. 
The chapter on tuberculosis is particularly good, 
warning against the dangers of the indiscriminate ad- 
ministration of streptomycin to anyone who has tuber- 
culosis. In each case, too, the reasons for and against 
the employment of streptomycin are carefully set forth. 
In discussing mixed sulfonamide therapy on page 3 
he recommends a combination of sulfadiazine and sul- 
famerazine but his statement as to dosage is distinctly 
ambiguous. He says a combination, not saying whether 
it is half and half or what portion, to be given on a 
basis of 90 mg. per kilo of body weight as an initial 
dose. The initial dose of sulfamerazine is 75 mg. and 
the initial dose of sulfadiazine is 100 mg. Presumably, 
90 mg. for the combination means 90 mg. of a 50 per 
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cent mixture of sulfadiazine and sulfamerazine but 
certainly it is not clear. 

The book is unhesitatingly recommended to physicians 
of every specialty since it takes up the use of these sub- 
stances in almost every condition known to practice. 

H. L. ARNOLD, M.D. 


A.M.A. Interns’ Manual. 209 pp. Price $2.25. W. B. Saunders 
Company, Philadelphia and London, 1948. 
This pocket-sized volume contains a wealth of valu- 
able information, divided into nine sections plus an 
index. The sections are divided as follows: 


I—Internships & Residencies—General Information. 
II—Clinical & Laboratory Data. 

I1I—Drug Administration. 

IV—Materia Medica—Useful Drugs. 

V—aAcute Poisoning—Diagnosis & Treatment. 
VI—Diet & Nutrition. 

VII—Physical Medicine. 

VIII—Lawful Scope of Intern Practice. 

IX—The American Medical Association. 


The sections on acute poisoning and clinical labora- 
tory data in themselves make this book a handy refer- 
ence not only for the intern, but also for the practicing 
physician. 

Lacking are the preparatory methods for the x-ray 
dye and barium studies, so often included in house 
staff manuals. 

Taken as a whole, this book will be of inestimable 
value to the beginning physician. 

RAYMOND M. pDEHay, M.D. 


A Textbook of Histology. By Alexander A. Maximow and William 
Bloom. Fifth Edition. 700 pp. W. B. Saunders Company, Phila- 
delphia and London, 1948. Price $8.50. 

The great, keen mind of that close observer, master 
technician, consummate artist and true scientist, Alex- 
ander A. Maximow, goes rolling down the ages in this 
fifth edition of his final work. When he died, in 1928, 
some parts of the book had been completed, as well 
as many of his inimitable illustrations—he abhorred 
photomicrographs. But the remainder was in utter 
chaos, much in Russian and unfinished. Out of that 
chaos his associate, Bloom, brought order and the book. 
Now, in the fifth edition, Bloom and his co-workers 
have built high on the foundation and deserve great 
credit. 

What is there left to say about Maximow’s great 
book that every medical student and every practitioner 
under fifty does not already know? Only that histology 
is not static and identical with that of 1930—newer 
microscopes and microchemical methods have added 
much to our knowledge. 

The book is authoritative. It is ideal for the under- 
graduate student and the graduate student as well. 
Every pathologist will find it a ready reference. (There 
ought to be a law making every graduate of more than 
ten years’ standing, again read a modern text on his- 
tology and one on physiology.) In comparison with 
the first edition, which lies before me, this fifth edition is 
a delight to the eyes. The text has been broken into 
double columns that make reading a pleasure and 
Bloom has even improved on Maximow’s wonderful 
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drawings; he has spelled out the labels on the illustra- 
tions to replace the confusing letters and abbreviations. 


It certainly is a lot of book for $8.50. 


Many of us are proud to have memories of Maxi- 
mow’s visit to Hawaii during the summer of 1926. 


E. A. FENNEL, M.D. 


Your Baby. By Gladys Denny Shultz and Lee Forrest Hill, M.D. 
fal Price $3.50. Doubleday & Company, Inc., New York, 


Everyday is “Father's Day” to these authors. The 
entire book is slanted to bring the father back to the 
family group where he belongs, and which of course 
he heads, despite the “‘on-looker” position to which 
he has been relegated by our professional over-pre- 
occupation with the mother’s needs and problems. An- 
other obvious strength of this baby book is that it 
starts out with a consideration of pregnancy. Therefore, 
it comes to the parents’ attention at a time when their 
interest in maternal and child health is high, and yet 
reaches them before they are overwhelmed with the be- 
wildering presence of a new baby in the home—a pres- 
ence that is not always conducive to studying books 
on baby care or on any other subject. 

There is a pleasant tone to the book and a sensible 
simplification of child care procedures, so that the par- 
ents are encouraged to relax a bit and enjoy their baby 
without having to feel as though their relaxation might 
be an act of parental negligence. 

The weaknesses of the book are less obvious than the 
strengths, the principal weakness being that the authors 
might profitably have pursued their family theme to its 
logical conclusion. They have opened their arms to 
embrace Dad, why not embrace the family as a whole? 
Even though they have included Dad there is still a 
feeling as though they are always addressing a couple 
with their first baby, or else that they have disregarded 
the existence of little brothers and sisters. The same 
tendency is shown in their approach to feeding the baby. 
There is an almost total reliance on food purchased and 
prepared especially for baby and no particular effort 
made to unite the family into a family unit. Baby 
apparently is to be given his foods and vegetables chiefly 
from ready prepared canned infant foods, without the 
authors taking this golden opportunity to show the 
parents which family foods the baby can share, and 
how, little by little, the dietary considerations become 
family diet considerations with a resulting increase in 
family solidarity (not to mention an improvement in 
diet for the whole family). 

The book is unusually attractive, well bound and with 
large appealing photographs and an interesting record 
section, where father gets his chance as observer and 
historian. It would make a nice gift for a mother and 
father, particularly (a) if given to them early in 
pregnancy and (b) if this is their first child. 

PAULINE G. Stitt, M.D. 


Nursing Arts. By Mildred L. Montag, A.M., R.N., and Margaret 
Filson, A.M., R.N. 603 pp., 127 figures. Price $3.50. W. B 
Saunders Company, Philadelphia and London, 1948. 


In reviewing this book, one feels that already many 
excellent Nursing Arts books have been published, and 
this volume does not come up to the standard that has 
been established. The authors are ambitious that it 
will be accepted as a text book for student nurses and 
as a reference for graduates in the practice of nursing. 
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It is entirely too elementary to be of any value to the 
graduate who wants to keep abreast with the best 
nursing practices. It is too indecisive and omits too 
much that is part of Nursing Arts to be of value as a 
school text book. A student would need at least one 
of the well written, well established procedure books 
to explain the contents of this book to her. The book 
is written in a controversial style and romps around in 
the entire field of nursing subjects without being too 
informative on any of them. Even though it presents 
newer techniques, it is too indefinite to be used as a 
nursing manual. 

The book, however, is not without merits. It shows 
evidence of much research, although the facts that have 
been gleaned out of other books are not condensed or 
particularly well organized. Several chapters have been 
written by authorities other than the authors, and these 
are excellent. The most worthwhile chapter in the 
book is on “The Religious Needs of the Patients,” 
which should be read and re-read by all who have any 
contact with the sick. 

The book is so generalized in its scope and lacks so 
much in medical and nursing terminology and tech- 
niques that it could be recommended to a potential 
pre-nursing student who would like to have a birdseye 
picture of what nursing involves. The lay employees 
and trustees of hospitals would obtain a better under- 
standing of the functions of a hospital as a community 
institution by reading this book. 


ROBERTA LINDBERG, R.N. 


Technique of Treatment for the Cerebral Palsy Child. By Paula F. 
Egel. Introduction by Winthrop M. Phelps, M.D. 203 pp. Price 
$3.50. The C. V. Mosby Company, St. Louis, 1948. 

This is decidedly one of the most thoroughly com- 
prehensive and completely instructive books so far pub- 
lished on the various types of cerebral palsy in children 
and its effective treatment. 

The book should surely be classified as a must for 
all medical and professional technicians who are 
interested in a treatment program for these cerebral 
palsy children. 

It interprets and gives to the reader most clearly and 
thoroughly a complete knowledge of the numerous 
types of cerebral palsy children; and the treatment pro- 
gram is one that is now being more or less taught and 
followed throughout the United States. 

It gives a very clear and descriptive picture for the 
organization of Cerebral Palsy Departments in chil- 
dren’s hospitals or treatment units. 

Too, it must be remembered that the future of a 
cerebral palsy child is of the greatest importance and 
should always be kept in mind when plans for treat- 
ment are being made. 

“Cerebral Palsy treatment is a specialized field which 
needs specialized study. There are few instructors and 
comparatively few trainers at the present time. It pro- 
vides a rare field for the persons who are interested in 
professional frontiers.” 

CATHARINE Nourse, O.T.R. 


Surgical Clinics of North America—Symposium on Gastrointestinal 
Surgery. Nationwide Number. pp. 1123 to 1398. Price $18.00 
per year. W. B. Saunders Company, Philadelphia and*London, 
1948. 

The Surgical Clinics of North America has brought 
to surgeons over a period of many years the latest de- 
velopments in this field of medicine. Its contributors 
have been well selected so that the reader appreciates 
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the fact that he is listening to those who speak with 
authority. Subjects covered are varied, the discussion 
is usually short, concise, to the point and suitable for 
practical application by the busy clinician. No one in- 
tent upon keeping abreast with the developments of 
modern surgery can afford to miss reading each volume 
thoroughly as it comes from the press. The volume 
above mentioned is no exception to those that have gone 
before. The symposium on gastrointestinal surgery 
is of particular interest to the reviewer, though there 
are a variety of subjects covered, all of interest to the 
general surgeon. 


Since we in Hawaii have become cancer-of-the- 
stomach-conscious, largely because of the high inci- 
dence of the disease in Japanese, we are agreed, I be- 
lieve, that no ulcerating lesion of the stomach should 
ever be treated medically. Crile’s suggestion that gas- 
tric ulcers be given a trial of medical treatment before 
considering surgery is not in keeping with our local 
experience. It seems as though the tragedies that this 
method of procedure invites are slow to be appreciated. 

Eighteen dollars a year for these Surgical Clinics 
may seem a lot to the young surgeon just starting but 
I suggest for his professional advancement that he 
economize in some other direction. 


J. E. Stropg, M.D. 


Human Biochemistry. By Israel S. Kleiner, Ph.D. Second Edition. 
649 pp. Price $7.00. The C. V. Mosby Company, St. Louis, 1948. 
This book might be of some use to the clinician 

should he feel the need for a rather extensively an- 

notated outline of the subject, but its value to the 
medical student is questionable. To this reviewer's 
mind it could not serve as a satisfactory text; the 
author has attempted to cover more or less completely 

a complex and extensive field while limited physically 

to some six-hundred-odd pages. This would appear to 

be a difficult, if not impossible, task. The result is a 

moderately full outline, with brief discussions that 

presuppose considerable knowledge of the subject. 

The lists of references following each chapter do 
not appear to have been brought up to date. The great 
majority of publications cited date back as much as 
ten, even twenty, years. Recent work in the field, of 
which there has been considerable, should be included. 

The format is good. The type is clear, legible and 
not too small for comfortable reading, and the paper 
is of good quality. Illustrations are not profuse but 
their quality is better than average. 


JAMES M. BEEBE, Ph.D. 


General L Capotoan. By E. D. P. De Robertis, M.D.; W. W. Nowin- 
ski, .; and Francisco A. Saez, Ph.D. 345 pp., with 143 
lg _ $5.50. W. B. Saunders Company, Philadelphia 
and London, 1948. 

The material and ideas in this book are in general 
sound and well presented. One of the outstanding 
features is its clarity of explanation. With only a super- 
ficial knowledge or recollection, as most physicians 
have, of organic chemistry and cell physiology, the 
volume will not be too formidable. Most doctors, 
medical students, and those at least moderately well 
trained in chemistry will be able to follow with ease 
most of the theses which are brought forth in each 
chapter. 

Not only are the facts and theories presented in 
clear logical sequence, but the methods and tools which 
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may be used for further investigation are indicated and 
briefly described. 

This edition, which includes new chapters and is 
based on the original first edition in Spanish, reads 
smoothly and is correlated with good diagrams and 
photographs including many electron photomicrographs. 

Davip S. HUBBELL, CapT., M.C., U.S.A. 


The Venous Pulse and Its Graphic Recording. By Franz M. 
Groedel, M.D. 223 pp., with 7 illustrations and 290 tracings 
on 114 figures. Price $5.50. Brooklyn Medical Press, New 
York, 1946. 

If you desire the recall of nostalgic memories of 
physiology laboratory days, then by all means read this 
book on venous pulse. This is the most comprehensive 
single volume of its kind in modern literature. There 
are excellent case histories with graphic records to 
supplement them. There is also a good description of 
the various methods of studying the venous pulse. 

I found the book interesting from an academic view- 
point only. It most certainly was not entertaining 
reading, and it has little value for the practicing 
physician. I can only recommend it for those men who 
have a more than usual interest in cardiovascular 
disease. 

Morton E. Berk, M.D. 


Insects of Hawaii. By Elwood C. Zimmerman. Volume 4, 268 pp. 
Price $4.50. Volume 5, 464 pp. Price $6.00. The University of 
Hawaii Press, Honolulu, 1948. 

Volumes 4 and 5 have now been received but your 
reviewer signs off at this point because the water is 
just too deep. Mealy bugs, aphids and leaf hoppers I 
can recognize, but these volumes are reference works 
for entomologists. 

H. L. ARNOLD, M.D. 
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a gy Therapy Source Book. Edited by Sidney Licht, 
-D. 90 pp. Price $1.00. The Williams & Wilkins Company, 

Baltimore, 1948. 

This book presents a group of original writings on 
the treatment of mental disease dating from the first 
century before Christ. The value of this book to the 
researcher is unquestionable, but its usefulness to the 
occupational therapist or to the psychiatrist is dubious. 
It is interesting to know that modern occupational ther- 
apy has its roots in the doctrine of ‘moral treatment” 
of the insane which was urged by the doctors of cen- 
turies past. However, the book is repetitious, as indeed 
it cannot help but be, and has little to offer once the 
central theme is understood. 

It is an admirable piece of research, but it is hardly 
a “must” for the busy doctor or therapist. 


ELLIN W. BURKLAND, O.T.R. 


Synopsis of Psychosomatic Diagnosis and Treatment. By Fland- 
ers Dunbar, 500 pp. Price $6.50. The C. V. Mosby 
Company, St. Louis, 1948. 

This condensation of material relating to the psycho- 
somatic approach to diagnosis and therapy will be found 
useful to both the general practitioner and the specialist. 
The text is brief, yet comprehensive, including reports 
on the latest research in psychosomatic medicine. It is 
divided into sections dealing with material pertinent to 
the various medical specialties. An adequate summary 
follows each chapter. 

The selection of case histories is to be commended and 
these, in conjunction with good continuity of the sub- 
ject, in general assure one of interesting and informative 
reading. 

E. JAMES YOUNG, M.D. 





PSYCHIATRIC COMMENT 





THE ‘TERRITORIAL HOSPITAL 
MArcus GUENSBERG, M.D.* 


The purpose of this article is to submit to the 
physicians of Hawaii a brief report on the Terri- 
torial Hospital, its functions and place in the 
community, its growth and plans for the future. 
This hospital will not be able to discharge its 
duties, that is, to care for the mentally ill who 
are indigent and to restore them to mental health 
in the shortest time possible, unless it receives 
the full support of the entire medical profession. 

During the past twenty years, psychiatry has 
made tremendous strides in the recognition and 
treatment of mental illnesses. Diseases of the 
mind—long considered irreversible and incur- 
able—have been shown to yield to new methods 
of diagnosis and therapy, with incalculable gains 
in mental health and human happiness. The early 
recognition of premonitory behavior disorders 
and prepsychotic conduct has opened up new vistas 
in the promising field of preventive psychiatry. 
We appear to be at the threshold of a new era 
in which prevention of mental diseases will occupy 
a prominent place. 

The record of the Territorial Hospital and its 
policies and activities during the past decade 
clearly reflect the trends alluded to. Only ten 
years ago, the Territorial Hospital was to all in- 
tents and purposes a mere custodial institution, 
giving only shelter and supervision to the mentally 
ill entrusted to its care. The medical and psychia- 
tric treatment consisted primarily of sedation and 
some hydrotherapy. Seclusion and restraint of 
patients were employed on a large scale. Modern 
psychiatric treatment and psychiatric nursing were 
practically non-existent; occupational therapy and 
the social service of the hospital were in their 
infantile stages. Gradual and progressive ad- 
vances and improvements carried on over the past 
ten years have brought about a complete change 
in the character and complexion of the hospital. 
New and proven techniques of diagnosis and all 
the recognized treatment procedures have been 
introduced and developed to the highest possible 
degree, within the boundaries imposed by budget- 
ary limitations, for the explicit purpose of con- 
verting this hospital into a modern treatment 
center. Electro-convulsive therapy and its various 


* Medical Director, Territorial Hospital, Kaneohe. 


modifications, insulin treatment, malaria therapy, 
neuro-surgery, psychiatric nursing, narcotherapy, 
various forms of psychotherapy, individual and 
in groups; and occupational and recreational 
therapy—the core of modern psychiatric care— 
have been added in the past ten years. 

In the past two years, also, a foundation has 
been laid for in-service-training of psychiatric 
nurses and psychiatric aides by establishing a train- 
ing program covering the most important phases 
of the theory and practice of psychiatric nursing. 
This program, however, is still in its embryonic 
stage and requires further expansion. 

These changes have been rendered all the 
more imperative on account of a constant increase 
in the rate of admissions to our hospital. There 
were 230 first admissions to the hospital during 
the fiscal year 1938-39. This figure has climbed 
steadily to an all-time high in 1947-48 of 417 
admissions, 353 of which were first admissions. 
Since the rate of discharges did not keep pace 
with the rate of admissions, the inevitable result 
was a constant increase in our patient population, 
resulting in over-crowding and unavoidable cur- 
tailment of medical and other services. To stop 
this trend—that is, to avoid further increases in 
our patient population with its dismal conse- 
quences—it is imperative to increase the number 
of recoveries and discharges by better and more 
intensive treatment, and a better follow-up of 
those who return to the community, and thus 
establish a balance between admissions and dis- 
charges. 

This goal, however, cannot be achieved on a 
“custodial” budget. It is an established truth that 
the larger initial investment required to give each 
newly admitted patient the maximum benefits 
of psychiatric therapy represents the wisest 
and most economic use of public funds, since it 
will save the community the imprudent and utterly 
barren expense of untold millions required for 
the obsolete forms of custodial care of the chroni- 
cally ill, destined to spend the largest part of 
their lives in mental institutions. It is the con- 
sensus of the leaders in psychiatric research and 
practice that over 80 per cent of patients admitted 
to mental hospitals (exclusive of the senile pa- 
tients ) could and would recover sufficiently within 
a period of three to four months to return to their 
former way of life in the community, provided 
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they were not denied the benefits of available 
psychiatric knowledge on account of ignorance, 
.pathy, or a false concept of economy on the part 
£ those whose responsibility it is to allot public 
unds for the care of the indigent mentally ill. 
he policies of the Territorial Hospital in the 
ears to come must be based on these fundamental 
cuths. They must be aimed at establishing here 
he standards promulgated and approved by the 
\merican Psychiatric Association for all the 
nental hospitals in the United States. Those 
tandards must be our guide and our foundation 
1 order for our hospital to qualify as a psychiatric 
reatment center and for us to discharge our re- 
ponsibility toward the community of Hawaii. 
Ve are determined not to allow the young and 
cutely ill patients to enter a state of irreversible 
nd incurable chronicity because of lack of funds 
nd proper treatment facilities. Such inhumane 
ad economically wasteful treatment of the men- 
lly ill must be replaced by a constructive and 
lightened medical program, which is also 
conomically the soundest. 

The scope of these trends has been widened 
recently by newly acquired knowledge and the 
realization that all cases of maladjustment in inter- 
personal relationships, ranging from simple be- 
havior disorders to delinquency and crime, should 
be the concern of psychiatrists, since all these dis- 
orders in the final analysis represent deviations 
from normal patterns of conduct and behavior. 
The administration of the Territorial Hospital, 
aware of those borderlands of psychiatry, has 
actually initiated a psychiatric consulting service 
in the other institutions which must be expanded 
in the years to come. A beginning has been made 
by establishing a weekly psychiatric clinic for the 
boys at Waialee Training School, for the girls 
at Kawailoa School, and for the inmates at Oahu 
Prison. In this new set-up, the Territorial Hos- 
pital will take the place of a psychiatric center and 
clearing house, since it is the only institution quali- 
fied to handle and manage the intricate and more 
difficult behavior problems, or outright psychotic 
conditions existing in the other institutions of the 
Territory. This new orientation is aimed at the 
rehabilitation of the wayward boy or delinquent 
girl, and at the reintegration of broken or defec- 
tive personalities, correcting and modifying anti- 
social trends whenever possible. Such an approach 
will ultimately give society a well-founded sense 
of security which cannot be obtained by restric- 
tive or punitive measures alone. 

In spite of the considerable progress made, it is 
our conviction that the most important work in 
the long and difficult process of converting a cus- 
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todial institution into a modern effective treat- 
ment center is still ahead of us. Our present facili- 
ties, the physical plant, our equipment, our per- 
sonnel, are still inadequate and in urgent need of 
enlargement and improvement. One aspect of the 
problem concerning our physical plant is actually 
in the process of being solved. A new and 
modern hospital building is being erected and 
will be ready for occupancy in the fall of 1949. 
It will accommodate 215 acutely ill patients 
with a good prognosis and a chance for com- 
plete recovery. This will fill one of the most 
urgent needs of our hospital, since our newly 
admitted patients suffering from acute mental 
illnesses are still being denied important phases 
of psychiatric care due to lack of proper physical 
facilities. Our equipment, the tools we are work- 
ing with, are insufficient and to a large extent 
outmoded and obsolete. They will have to be 
complemented and replaced by new equipment 
and new tools. Our personnel is thinly stretched 
and hardly sufficient to cover the barest essentials 
of care and supervision required for the welfare 
and safety of our patients. It must be reenforced 
and enlarged, and it must be trained and guided 
to properly discharge its functions and duties to- 
ward our patients. New departments essential to 
the functioning of a modern hospital must be 
added and organized on a sound basis. A Depart- 
ment of Dietetics and an Educational Department 
for teaching and training psychiatric nurses and 
psychiatric aides are among our first objectives. 
And above all, a more liberal allowance for food 
must be approved in order to provide our patients 
with the indispensable essentials of life. This 
hospital will surely fail in its chief task of restor- 
ing the mentally ill to health and happiness unless 
we can feed them adequately. 

We fully realize that to obtain these goals a 
great deal of ground work and public education 
will be required. The fact that this program will 
call for larger expenditures and allocation of pub- 
lic funds will make our task all the more difficult. 
Yet, we are determined to interpret the needs of 
the mentally ill of this community to the people 
of Hawaii and their representatives. Factual in- 
formation and knowledge alone will insure their 
fullest cooperation in the solution of a problem 
so vital to the whole community. It is not our 
task to tell the people how little can be spent on 
mental health, but how much can be spent wisely 
and judiciously. To this work we intend to dedi- 
cate ourselves in order to discharge our duties to- 
ward the mentally ill entrusted to our care, since 
they cannot take care of themselves in times of 
illness and mental stress. 
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OUR NO. 1 PUBLIC HEALTH PROBLEM 
JouN G. LYNN IV, M.D.* 


“One in every ten men, women, and children 
in the nation will face a serious mental or emo- 
tional disturbance sometime in their lives.” 


“One in every twenty people will have at least 
one admission to a mental hos pital.” 


“Over half of all hospital beds are for mental 
patients.” 


“Nearly 700,000 people (0.4 per cent) in the 
United States are patients in mental hospitals.” 


“About 8,000,000 Americans (5 per cent) need 
psychiatric help in clinics.” 


In the face of the above and other health sta- 
tistics, former Surgeon General Thomas J. Parran 
of the United States Public Health Service calls 
mental ills “America’s No. 1 health problem.” 

Hawaii's mental ill-health statistics are directly 
comparable to national figures, with about 2,000 
patients in mental hospitals—Territorial Hospital 
and The Queen’s Hospital—and an estimated 
five per cent, or 25,000 territorial men, women 
and children, requiring psychiatric clinic help. 
There are at least five times as many people re- 
quiring treatment for mental and emotional 
disease as there are patients requiring treatment 
for tuberculosis in the territory. 


Early Childhood Detection Essential 


As in the fight against tuberculosis, the ap- 
proach must be a preventive one, based on a 
community-oriented early-detection-and-treatment 
program aimed at preventing later chronic dis- 
ability and expensive long-term hospitalizations. 

There is no simple examination of our children 
which, as the x-ray detects early tuberculosis, can 
detect early emotional and social maladjustments 
preceding adolescent and adult mental diseases 
and delinquency. The alert observations, how- 
ever, of elementary school teachers, public health 
nurses, physicians and social workers, can detect 
and report vulnerable children who, if neglected 
or mishandled, may progress to severe cases of 
adolescent or adult mental illness or crime. A 
recent survey by Ohio State University of thou- 
sands of children constituting all of the pupils in 
the third and sixth grades of the public schools 
of Miami County, Ohio, showed that 20 per cent 
of the children exhibited severe enough early 
symptoms of emotional and mental disorders to 


* Chief, Bureau of Mental Hygiene, Department of Health. 
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require professional guidance and treatment. Thc 
following is a check list of the main observabl« 
symptoms of potential or incipient mental disease 
or delinquency: 


Extremely restless 

Etremely excitable—lacks self-control 

Extremely tense or inhibited 

Often left out of play groups 

Bullies other children 

Is bullied by other children 

Self-conscious over physical anomalies 

Self-conscious because aware of socio-economic dif- 
ferences 

Resentful of criticism 

Wants constant reassurance and direction 

Teases maliciously or with intent to hurt or annoy 
other children 

Shows cruelty toward animals 

Afraid in many situations 

Extremely self-important 

Extremely shy and retiring, with lack of self-confi- 
dence 

Not a good sport 

Cheats, lies or steals 

Frequent truant 

Abnormal interest in sex 

Unable to perservere in any mental effort 

Mentally preoccupied—daydreams 

Easily upset, depressed or angered by frustration 

Not able to make decisions and stick to them 

Dogmatic: insists on having own way 

Rigid habits of over-cleanliness, neatness and order 

Overly “good” conforming ‘‘model” child 


The observation of any of these symptoms by 
teacher, nurse, doctor or social worker or parent 
in school-age children under their care should 
serve as a clear warning of possible serious future 
trouble unless prompt and understanding guid- 
ance and treatment are instituted. 


Prompt Treatment Must Follow Early Detection 


The following are the essentials of the Bureau 
of Mental Hygiene’s program of early mental 
disease detection, treatment and prevention: 


(1) An educational program aimed at alerting and 
helping teachers and student teachers, physicians, nurses, 
ministers and social workers in the early recognition of 
vulnerable children, with proper utilization of the simpler 
remedial guidance procedures for re-educating these 
children and their parents. 

(2) Informing these same responsible professional 
groups of the available and qualified community referral 
resources for the more serious child-parent maladjust- 
ment cases. 

(3) Rendering psychiatric consultation services to 
child-handling agencies, such as juvenile courts, Child 
and Family Service, Catholic Social Service, guidance and 
counselling divisions of the Department of Public In- 
struction, etc. 

(4) Rendering full case study and treatment services 
in the more difficult and severe indigent child-parent 
problems. 

(5) Assisting the private family physicians—especially 
on the neighboring islands where no private neuro- 
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psychiatric service is available—in the evaluation and 
treatment of adult and child mental disease problems. 
(6) Helping in the development of outer island com- 
munity oriented psychiatric treatment aimed at maximum 
utilization of general hospitals for the treatment of early 
acute mental patients. This will include the use of inten- 
sive short-term in-patient and follow-up out-patient elec- 
troshock therapy in many acute early psychotic cases. In 
1945, 1946 and 1947, the use of electroshock therapy in 
selected acute psychotic cases by the local county hos- 
pital and clinic in Westchester County, New York, re- 
duced by twenty per cent the number of psychotic cases 
committed to State institutions and kept these patients in 
their community under the care of their family doctors. 


Requirements For Hawaii’s Program 


The United States Public Health Service and 
the American Psychiatric Association have, 
through nation-wide surveys and experimental 
community projects, discovered and set the mini- 
mum standard of one psychiatric clinic team 
(psychiatrist, psychologist, three social workers 
and secretaries, for each 100,000 general popu- 
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lation) to meet the indigent psychiatric adult and 
child guidance needs of the average community. 
The territory's Bureau of Mental Hygiene has but 
21 psychiatric teams to meet the indigent clinical, 
educational demands of the 500,000 widely dis- 
persed people, where five teams would meet this 
minimum standard. With support of over fifteen 
community agencies requiring the Bureau’s con- 
sultation and case services, the Health Department 
conservatively recommended, in its budget request 
for the next biennium, the addition of one more 
psychiatric team to its Bureau staff. The estab- 
lishment and maintenance of such a minimum 
acceptable standard of weekly child and adult 
guidance clinics and consultation services for use 
by local physicians and community agencies is 
dependent on the continued endorsement and sup- 
port of the proposed program by the schools, 
agencies and physicians using or requiring our 
services, 
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Statement of Dr. James R. Judd, * taken Feb- 
ruary 18, 1943. Dr. Judd is under the impression 
that the new Preparedness Committee was ap- 
pointed in April 1941 because the old one had 
not been very vigorous in its action. He was un- 
able to give any reason why there was a division 
in the assignment of hospital teams for civilian 
and military work between Dr. Strode and him- 
self, and in fact was surprised when I called his 
attention to the fact that this was so set up. He 
stated he and Dr. Strode always worked in co- 
operation in the planning of the hospital teams. 

On the morning of December 7, 1941, he was 
at his place on the windward side of the island 
working in his garden. About 8:00 a.m. he 
heard the firing in the direction of the Kaneohe 
Naval Air Station. In a little while his wife came 
out to tell him that the island was under attack, 
but she could not state under attack by whom. 
He remarked, “Oh, what a nuisance.” They im- 
mediately drove into town, watching the flames 
and smoke of the Naval Air Base. He crossed 
the unguarded Pali (single cliff road across the 
island) and found everything peaceful in the 
Nuuanu valley (between Pali and Honolulu). 
He proceeded to his home on Makiki Heights and 
was called by Mr. Olson, the Superintendent of 
Queen’s Hospital, and told he was badly needed 
there. This was about 10:00 a.m. He rushed to 
the Queen’s Hospital where there were some sixty 
or eighty casualties, with others still coming in. 
He was assisted in his work by the regularly as- 
signed teams of Drs. Bell and Hill, and others. 


~* Dr. Judd died June 1, 1947. 


Most of the wounded among the civil popula- 
tion were apparently wounded by our own anti- 
aircraft shells [some fired with unset fuses and 
detonating only on impact—Ed.} The hospital 
elevators went out of commission and the casuai- 
ties had to be carried up three flights of stairs. 
Everything worked smoothly at Queen’s Hospital, 
where there were adequate surgical supplies. The 
nurses kept their heads and did splendid work. 
The casualties were all cleaned up by early eve- 
ning. He stated that the casualties remained under 
the care of the surgeons who had done the work, 
and were not returned to the care of their family 
physicians. He does not know how their hospital 
bills were paid, and so far as he knows no bills 
were presented by the physicians or surgeons. He 
stated further that most of the things which he 
learned that day were a rehearsal of the things 
which he had learned in the World War—namely, 
never to operate in shock, to do a thorough de- 
bridement, etc.—-and that the new things which he 
learned at that time were the value of the sulfa 
drugs, and of fresh blood transfusions. Dr. Judd 
visited Tripler General Hospital with Dr. J. J. 
Moorhead on December 13, and was pleased at 
the condition of the wounded he saw. He saw 
nothing of the handling of the casualties of the 
seventh prior to that time or subsequently. The 
attack of the seventh stimulated a great amount 
of work to prepare for any subsequent attack. 


“T have read the above report of my conversa 
tion, and it is true to the best of my knowledg: 
and belief.” 


JAMEs R. Jupp, M.D. 





NOTES AND NEWS 





PERSONALS 


Dr. ROBERT PERLSTEIN, associate medical director of 
the Leahi Hospital, Honolulu, was signally honored 
on December 4 on the occasion of his twentieth 
anniversary on the staff of Leahi. Over four hundred 
persons, largely physicians, nurses and former patients 
of Dr. Perlstein, attended the event which was held 
in the auditorium of the new Sinclair Building. Chi- 
nese food was served to the guests, following which a 
program was presented, the theme of which was along 
the lines of a political rally to “reelect”” Bob for another 
twenty years. Numerous paintings of Bob and his 
pipe festooned the auditorium. Tribute to his outstand- 
ing service was given by Dr. Hastincs WALKER, medi- 
cal director, and by Mr. J. Howard Ellis, of the Board 
of Trustees of Leahi, who presented a gold watch to 
Dr. Perlstein. Numerous leis and other gifts nearly 
smothered our genial friend and colleague. THE JOUR- 
NAL extends its congratulations to Bob and its best 
wishes for another twenty years of service. 

Mr. Kent Longnecker, superintendent of the Kapiolani 
Hospital, was married to Miss Margaret Harshman, of 
Hanover, Pennsylvania, on December 3, at the Central 
Union Church. Miss Harshman was a nurse at Kapio- 
lani and is a graduate of the School of Nursing of the 
University of Maryland. The bride was given in mar- 
riage by Dr. LYLE PHILLIPS, and DR. FREDERICK GILES, 
the groom’s brother-in-law, was the best- man. Our 
congratulations to Kent and his bride, and may the 


business at his hospital show an increase in 1949 by his. 


own efforts. 

Several Honolulu physicians spoke at the third 
session of the Red Cross Disaster Nursing Institute 
meeting in December. Dr. HARRY ARNOLD, SR. spoke 
on the medical aspects of atomic warfare; Dr. ROGERS 
L. Hitt outlined the treatment of shock and Dr. C. M. 
BuRGESss discussed the treatment of burns. 

Dr. LesTeR F. YEE, a native of Honolulu, has re- 
turned to practice the specialty of general surgery at 
1641 Nuuanu Avenue. Dr. Yee attended Punahou and 
the University of Hawaii before going to Harvard Uni- 
versity Medical School. He was graduated there in 
1937 and interned at the Massachusetts General Hos- 
pital, where he took his surgical training. In 1942 he 
was appointed as an instructor in surgery at Harvard. 
He served in the Army as a Major with the Harvard 
Unit of the 105th General Hospital, from 1942 to 1945. 
He later served as chief surgeon of the Sunmount Vet- 
erans Hospital, in New York. Dr. Yee is certified by 
the American Board of Surgery. He is a member of 
the Franklin County Saranac Lake Medical Society. 

Dr. MAURICE DE HARNE, of Wahiawa, has returned 
from an extended vacation on the mainland, during 
which time he visited at the Mayo Clinic, New York 
City and Montreal. In the latter city he visited a num- 
ber of his relatives, necessitating practicing up on his 
French, which was very rusty. During his absence 
Dr. KEITH KUHLMAN took over his practice, prior to be- 
ginning a mixed residency at the St. Francis Hospital 
in January. 


Dr. AND Mrs. JOSEPH T. Lucas, JR., of Wahiawa, 
became the parents of a son, William Braun, born at 
Wahiawa on November 26. He is their third child. 
The Lucas’ have gone to their former home, Denver, 
Colorado, where Dr. Lucas is taking a course of surgical 
training under Dr. Kenneth Sawyer, who attended the 
Pan-Pacific Surgical Conference in Honolulu in Sep- 
tember. Following this he will study at the Mayo Clinic 
before returning to the Islands in June. 

Dr. STEELE STEWART has returned from the main- 
land, where he attended the American College of Sur- 
geons meeting in Los Angeles and delivered a paper at 
the meeting of the Western Orthopedic Association in 
San Francisco. His paper was on the subject of Con- 
genital Clubfeet, in which he proposed new theories 
and evidence as to the cause of this defect. 

Dr. AND Mrs. SHOYEI YAMAUCHI have returned from 
the coast where they attended the A.C.S. meeting in Los 
Angeles. 

Dr. JAMES MARNIE, surgical resident at The Queen’s 
Hospital, was married on November 6 at St. Stephen’s 
Church, Honolulu. His bride is Miss Dorothy Virginia 
Gust, of Denver, Colorado, who is a nurse in surgery 
at Queen’s. Dr. Jack Marnie, local dentist, who is his 
brother, served as best man. Dr. AND Mrs. C. M. 
BURGESS entertained at their home with a reception fol- 
lowing the ceremony. 

Dr. WALTER STRODE, an interne at The Queen’s Hos- 
pital, was married in St. Louis, Mo. to Miss Nancy 
Carol Weller, of St. Louis, on November 5. Upon 
their return to Honolulu his parents, DR. AND Mrs. 
JosePpH E. STRODE, entertained at a reception at the 
Oahu Country Club. 

Dr. F. J. HALForD has returned from attending a 
meeting of the Association of Military Surgeons in San 
Antonio, Texas and the meeting of the Western Ortho- 
pedic Association in San Francisco. 

Dr. JAMES M. BEEBE, formerly assistant professor of 
bacteriology at Creighton University, Omaha, Nebraska, 
has assumed his duties as assistant director of labora- 
tories at The Queen’s Hospital. He is supervisor of the 
clinical laboratory as well. Dr. Beebe, who is a native 
of Iowa, received his Doctor of Philosophy degree at 
the University of Iowa in 1941. He is a member of the 
American Association of University Professors and of 
the American Society of Professional Biologists, and 
other professional societies. He has contributed a num- 
ber of scientific articles to medical journals, including 
work on bacterial cell structure. 

Dr. JOHN KOMETANI was accepted as a member of 
the American Academy of Pediatrics in November. 

Interning at St. Francis Hospital for six months is 
Dr. RowLIN L. LICHTER, son of DR. AND Mrs. MARTIN 
H. LicHTerR of Honolulu. Dr. Lichter is a graduate of 
Northwestern University School of Medicine. Upon 
completion of his internship here in July, he will take 
a two-year internship at Cook County Hospital in 
Chicago. 
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Kauai 


Dr. C. O. McCormick, professor of obstetrics at the 
University of Indiana, spoke to the members of the 
County Medical Society in November. His subject was 
“Obstetrical Helps.” 

Dr. AND Mrs. MARVIN A. BRENNECKE, of Waimea, 
have returned from an extended mainland trip, which 
included attendance at the A.C.S. meeting in Los Angeles 
and a visit at his home in Missouri. 

Dr. PAULINE Stitt, Chief of the Bureau of Maternal 
and Infant Hygiene, visited Kauai and held conferences 
during the third week of November. 

Dr. R. NELSON Hatt, of the Shriners Hospital in 
Honolulu, spent two days on Kauai holding orthopedic 
consultations. 

Dr. R. B. CLOWARD visited Kauai on November 17, 
holding neurological conferences. 


Maui 


Dr. AND Mrs. RoBErT F. COLE, of Puunene, are the 
parents of a son, James Arthur, born on June 25, 1948. 

Dr. AND Mrs. Guy S. Haywoop, of Puunene, are 
the parents of a son, James Richard, born on July 26, 
1948. 

Dr. AND Mrs. JOSEPH E. FERKANY and their three 
children are now residents of Kula, Maui. Dr. Ferkany 
was graduated from the St. Louis Medical University. 
He has had post-graduate work in surgery at Wayne 
University, followed by three years surgical residency 
at the Herman Kiefer Hospital in Detroit, Michigan. 
He served in the U. S. Army Medical Corps in the 
Pacific area for five years. Dr. Ferkany is now associated 
with Dr. EDMUND TOMPKINS at the Kula Sanatorium. 

Dr. VERNON K. S. Jim has opened offices in Wailuku, 
Maui, his home town, for the practice of general medi- 
cine. He was graduated from the University of Chicago 
School of Medicine in 1944. He was associated with 
the Manteno State Hospital, Illinois, followed by rotat- 
ing internship at the Cook County Hospital in Chicago. 
He served in the U. S. Army Medical Corps from 1945 
to 1947. He later served senior internship (surgery) at 
the Cook County Hospital, Chicago. He was on the 
associate staff at the Hilo Memorial Hospital in 1948. 

Dr. Lewis E. SHAPIRO is on a prolonged vacation 
from the Hana Hospital, where he has been the superin- 
tendent. During his absence, DR. WILLIAM M. ALLEN 
will fill the vacancy. 


Hawaii 

Dr. PHILIP CHOCK is on the mainland doing post- 
graduate work. 

Dr. JOHN JENKIN has opened an office for general 
practice in Hilo. 

Dr. FRANK E. Darrow has left to take a residency in 
surgery at the University of Oklahoma Hospital. 

Dr. C. L. CARTER and Dr. L. FERNANDEZ have re- 
turned from trips to the mainland. 


Dr. N. AzzaTo relieved Dr. H. KURASHIGE of Naa- 
lehu who was on a mainland trip. 


SPECIAL SOCIETIES 
Honolulu Academy of General Practice 


The speakers at the December meeting were Dr. 
Epwin K. CHUNG-Hoon, who spoke on the subject of 
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“Common Macular Eruptions Seen in General Practice,” 
followed by Dr. WILLIAM WALSH who spoke on “Tri- 
via,’ a very interesting series of comments on everything 
from scabies to “cold shots.” 


In January the society was addressed by Dr. CARL 
JOHNSON, anesthesiologist at the St. Francis Hospital, 
who spoke on the subject of “Choice of Anesthesia and 
Preparation of the Patient for Surgery.” 

The society is conducting a survey of fees as they 
exist amongst its members and this survey is uncover- 
ing some very interesting observations of the wide di- 
vergence of fees. 

The president of the society is DR. ALVIN MAJOSKA 
and the secretary is Dr. LESLIE VASCONCELLOS. 


Hawaii Eye, Ear, Nose and Throat Society 


At the November meeting of this society reports were 
given by several members on recent meetings of the 
Academy of Ophthalmology and Otolaryngology in 
Chicago, and on the A. C. S. meeting in L. A. These 
reports were given by Drs. PHILIP CorBoy, TADAO 
Hata and O. D. PINKERTON, of Honolulu, and Dr. 
H. E. CrAwForb, of Hilo. 

These meetings are held monthly at the Pacific Club 
on the third Thursday of the month at 6:30 P.M., and 
are open to any physician who may wish to attend. 

The president of the society is Dr. HAROLD MOFFAT 
and the secretary-treasurer is DR. ROBERT WONG. 


Honolulu Obstetrical and Gynecological Society 


At the November meeting Dr. C. O. McCormick, 
professor of obstetrics at the University of Indiana Med- 
ical School, was the speaker. He presented an informal 
discussion of his methods of obstetrical practice, which 
was very well received by the 125 physicians attending. 

The program of the December meeting consisted of 
the showing of the film “Physiology of Menstruation” 
presented by the Schering Corporation, which was fol- 
lowed by a discussion by the members on pertinent 
points relative to the matter of menstruation. 

The president of the society is Dk. FRANK C. SPENCER 
and the secretary-treasurer is Dr. H. McLeop Pat- 
TERSON. 


Honolulu Surgical Society 


A meeting was held in November at the Mabel Smyth 
Auditorium at which a paper on carcinoma of the eso- 
phagus was presented by Dr. JosEPH E. STRODE, with 
a report of a successful high resection of the esophagus 
and anastomosis to the stomach above the arch of the 
aorta. Other speakers included Drs. DouGLas BELL 
and LyLE PHILLIPS who gave brief reports on the 
American College of Surgeons meeting in Los Angeles, 
and Dr. LAURENCE WIG, who mentioned his observa- 
tions on a recent trip to various surgical centers. 


RHEUMATIC DISEASE MEETING 


The 7th International Congress on Rheumatic Dis- 
eases will be held in New York City, May 30 through 
June 3, 1949. Headquarters will be at the Waldorf- 
Astoria Hotel. This meeting precedes the annual meet- 
ing of the American Medical Association, which fol- 
lows immediately in Atlantic City. For further details, 
see folder at office of THE JOURNAL. 








iS- 


t- 
y1- 
Is, 


a 


eee eRe 








ADA Mere Pres Ate 


JANUARY-FEBRUARY, 1949 


SCHEDULE OF MEDICAL MEETINGS—1949 
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11:00 A.M. 


:30 P.M. 


:00 P.M. 


12:30 P.M. 


:00 P.M. 


:30 P.M. 


:00 P.M. 


:00 A.M. 


:00 P.M. 


:30 P.M. 


:30 P.M. 


:30 P.M. 


:30 P.M. 


:30 P.M. 


730 P.M. 


:30 P.M. 


:30 P.M. 


Weekly 


MONDAY 


Leahi Hospital. Staff Conferences. Meets 
daily through Saturday, 11-12. Case presen- 
tations. Open meeting. 


Children’s Hospital. Luncheon, and “Grand 
Rounds”; Case presentations and discus- 
sions. Open. 


Kuakini Hospital. X-ray conference. Open. 


TUESDAY 


Kapiolani Hospital. Luncheon and meeting 
of resident staff. Open. 


Queen’s Hospital Pathological Conference 
for internes and residents. Open. 
WEDNESDAY 


St. Francis Hospital. Luncheon and Medical 
Seminar. Open. 


Queen’s Hospital Surgical Lectures and Con- 
ference—primarily for internes. Open. 

THURSDAY 
Queen’s Hospital Clinico-Pathological Con- 
ference (at Mabel Smyth Auditorium). 
Open. 
Queen’s Hospital X-ray Conference for 
internes and residents. Open. 

FRIDAY 


Queen’s Hospital Medical Conference for 
internes and residents. Open. 


Monthly 


FIRST MONDAY 


St. Francis Hospital Surgical Lecture and 
Luncheon. Open meeting. 


FIRST TUESDAY 
St. Francis Hospital Surgical Rounds and 
Luncheon. Open meeting. 
FIRST WEDNESDAY 


Honolulu Academy of General Practice. 
Mabel Smyth Auditorium. Open. (Meets the 
Wednesday preceding County Medical So- 
ciety Meeting—therefore occasionally the 
last Wednesday of month.) 


FIRST THURSDAY 


Kapiolani Hospital Medical Executive Meet- 
ing. Closed. 


Kuakini Hospital Surgical Conference and 
Luncheon. Open. 
FIRST FRIDAY 

Honolulu County Medical Society Meeting. 
Mabel Smyth Auditorium. Open. 

SECOND MONDAY 
St. Francis Hospital Medical Rounds and 
Luncheon. Open. 

SECOND TUESDAY 
Maui County Medical Society. 
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:30 P.M. 


30 P.M. 
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SECOND WEDNESDAY 
Kauai County Medical Society. 
Honolulu Society of Neurology and Psychi- 
atry. Mabel Smyth Auditorium. Open. Al- 
ternate months: (February, April, June, 
August, October, December). 


SECOND THURSDAY 


Children’s Hospital 
Meeting. Closed. 


SECOND FRIDAY 


Kuakini Hospital General Staff Meeting and 
Dinner. Open. Make reservations before 
Thursday. 

Leahi Hospital Sinclair Club, for diseases 
of the chest and tuberculosis. Open. 


SECOND SATURDAY 
Hawaii Dermatological Society meetings. 
Place to be announced. Open. (February, 
May, August, November ). 


THIRD MONDAY 
St. Francis Hospital Obstetrical and Gyne- 
cological Lecture, and Luncheon. Open. 
Honolulu Obstetrical and Gynecological So- 
ciety. Mabel Smyth Lounge. Open. 


THIRD TUESDAY 


St. Francis Hospital Obstetrical and Gyne- 
cological Rounds and Luncheon. Open. 


THIRD WEDNESDAY 


Kuakini Hospital Medical Conference and 
Luncheon. Open. 


THIRD THURSDAY 
Kapiolani Hospital Staff Meeting 
Luncheon. Open. 
Honolulu Pediatric Society Meeting and 
Dinner. Closed—members and guests. 
Honolulu Eye, Ear, Nose and Throat Soci- 
ety. Open. 


THIRD FRIDAY 
St. Francis Hospital Staff Meeting and 
Luncheon. Open. 
Honolulu Surgical Society. Alternate months 
(January, March, May, July, September, 
November). Mabel Smyth Auditorium. 
Open. 
FOURTH TUESDAY 
St. Francis Hospital Tumor Conference. 
Luncheon. Open. 
FOURTH THURSDAY 
Queen’s Hospital Visiting Staff Conference. 
Luncheon. Open. (No clinico-pathological 
conference this A.M.) 
FOURTH FRIDAY 


Children’s Hospital General Staff Meeting. 
Luncheon. Open. 


Executive Committee 


and 


Quarterly 
Children’s Hospital Clinico - Pathological 
Conference and dinner. Notices sent to staff 
members. 








nN 
N 
nN 


Annually 


First Weekend in May. Hawaii Territorial 
Medical Association meeting; this year in 
Honolulu, May 5-8. 


Stated Intervals 
Hawaii County Medical Society. 


Miscellaneous 


FIRST AND THIRD TUESDAYS 


1:00 P.M. Queen’s Hospital Tumor Clinic. Cancer 
study and education, as well as patients for 
diagnosis and consultation. 


THIRD OR FOURTH TUESDAYS 


4:30 P.M. Honolulu County Medical Society Board of 
Governors meets at Mabel Smyth Building 
one week preceding the Tuesday before the 
County Medical Meeting. This is open to all 
members of County Society. 


N.B.—Have your secretary cut this page out and keep 
for reference throughout the year. Also, have her check 
your appointment book with these dates for the next 
month, and try to attend more meetings this year. By 
a concerted effort it is possible to get a good deal of 
post-graduate medical education in the course of a year. 
At the smaller conferences and seminars much basic 
knowledge is presented from which most practicing 
physicians would profit. Practically all meetings listed 
are open to interested physicians, except the executive 
committee meetings, which are listed so that you may 
refer matters to them for action at the given dates. 
Service physicians and visiting physicians are invited 
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to attend these meetings and to partake in the dis- 
cussions. 

Any corrections or additions to this schedule should 
be submitted to the editorial office of THE JOURNAL. 


NEW POLIO OFFICE 


The Honolulu Chapter of the National Foundation 
for Infantile Paralysis has opened a full-time permanent 
office in the new Leilani Building at 1639 Kapiolani 
Boulevard. The telephone number is 992411. 

In charge of the office is Miss Carolyn Kingdon, who 
has been affiliated with the New York Headquarters 
of the National Foundation for the past eight years. 
Miss Kingdon was granted a leave to assume the posi- 
tion of Executive Secretary of the Honolulu Chapter. 
Chairman of the Chapter is John C. Linczer. 

Physicians interested in fellowships are invited to 
examine the Foundation’s material on this subject at 
the Association’s offices. 


AMERICAN COLLEGE OF PHYSICIANS 


The American College of Physicians will conduct its 
30th Annual Session at New York, N. Y., March 28 
through April 1, 1949. Dr. Franklin M. Hanger, Jr., of 
New York City is the Chairman for local arrangements 
and the program of Clinics and Panel Discussions. The 
President of the College, Dr. Walter W. Palmer, Direc- 
tor of The Public Health Research Institute of the City 
of New York, Inc., and Professor Emeritus, Columbia 
University College of Physicians and Surgeons, is in 
charge of the program of morning Lectures and after- 
noon General Sessions. 
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NURSING CARE STUDY ON ACUTE AND 
CONVALESCENT RHEUMATIC FEVER 


CAROL P. GILL, R.N. 


ANY cases of rheumatic fever in children 

are cared for in the home by members of 
the child’s family. Add to this, the number on 
hospital medical wards and in convalescent homes, 
and the sum will be a staggering one. Because 
of the high incidence of rheumatic fever, it be- 
hooves all nurses to review the nursing care of 
these children who, with proper care, will grow 
to be contributing members of tomorrow’s society. 


Acute Rheumatic Fever 


In most instances the child acutely ill will be 
cared for in the hospital, for here are facilities 
for emergency stimulation, oxygen therapy, and 
other equipment needed for adequate treatment. 


Clinical Picture 


Upon admission, initial observation for 
dyspnea, cough, pallor or cyanosis of the lips, 
cheeks, or fingernails is accurately recorded. The 
pulse may vary in rate, rhythm, and pressure. Any 
irregularities are noted and reported. Because of 
cardiac damage, there may be an edema of the 
abdomen, liver tenderness; any abdominal distress 
is noted. 

One of the most common complaints of the 
child will be pain in the joints. Some children 
may say nothing, but hold an extremity flexed, 
and a slight swelling may be noticed about the 
joint. Often the joint will be reddened and in- 
flamed. The appearance of the skin may be 
normal. Some children develop a rash during 


high fevers, such as may accompany rheumatic 
fever. Salicylates; frequently used in treatment, 
may produce a rash. Sometimes rheumatic nodules 
may appear over bony prominences. These may 
be large or small. They are subcutaneous in 
nature and if the skin is lightly pulled over the 
bony prominence the nodule may be more easily 
felt than seen. Bring these to the attention of the 
physician if he has not already discovered them as 
they may appear quite suddenly. 

To a child with a recurrent attack of rheumatic 
fever, epistaxis is usually familiar, but to the child 
who has never before experienced it, it is most 
alarming. Comfort the child, reassure him, and 
carry out instructions for controlling the epistaxis. 
Stand-by emergency orders should be obtained 
before such occurrences. If ordinary methods do 
not stop the bleeding, the physician should be 
notified at once. 

Closely associated with rheumatic fever is 
chorea. Observe closely for any unsteadiness or 
incoordination. This may be accompanied by 
irritability. 

Rest 


Rest is the most important consideration for 
the child and with our nursing care schedules, 
we may find it difficult to care for the active rheu- 
matic case. The child may be asleep when tem- 
peratures are being taken elsewhere on the floor, 
and may feel too tired to eat at tray time. How- 
ever, it must be remembered that in the acute 
stage, rest and quiet come above all floor schedules 
and routine. The temperature may be taken later 
and the fact recorded. The child should rest 
twenty minutes before pulse and respiration are 
taken so the true physiological needs of the body 
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are more truly indicated. Hold the child’s hand 
in a comfortable, relaxed position when taking 
the pulse. Take time and count it one full min- 
ute, noting rate, rhythm and pressure. Sometimes 
it will be necessary to take an apical pulse two 
or three times during the day if all the pulsations 
are not reaching the radial artery. Temperature, 
pulse and respiration will be taken every four 
hours. 
Drugs 

Acquaint yourself fully with the medications 
the child is receiving and the possible effects on 
the pulse and respiration. One of the most com- 
mon drugs used is salicylates. In addition to the 
rash mentioned earlier, dizziness, ringing in the 
ears and nausea may occur. Some children de- 
velop acidosis. They appear drowsy and a change 
in respiration occurs, usually a slowing, some may 
even go into a stupor. Most children, fortunately, 
tolerate the drug. It serves to, relieve the joint 
pain and reduce the fever. 

Other drugs that may be used are diuretics, 
employed to relieve edema. A form of digitalis 
is frequently given if cardiac failure is present. 
Note especially the rate of pulse if this drug is 
administered. It serves to slow the rate, and one 
below 65 should be reported unless the child is 


known to have an unusually slow pulse normally. 
Because of poor circulation, the checking of 
intake and output is necessary to secure an indica- 


tion of the heart function. If there is serious 
failure, the fluid intake may be limited and de- 
creased. A record must be available in order to 
assure that all personnel on the floor giving nurs- 
ing care to the child will know what the limit is 
and when fluids are to be offered. 

Defecation should be voluntary, but if not, a 
slow gentle tap water enema may be given if the 
physician approves. When on complete bed rest, 
the child should be lifted on and off the bed pan. 

If the child is seriously ill, there may be no 
diet ordered and nourishment will be given par- 
enterally for a few days until the child has strength 
enough to eat. Then there is a graduation from 
liquid to general diet as. the child will tolerate 
it. He may eat slowly and should not be hurried. 
If permissible, a child may feed himself, but if 
on complete bed rest he will need to be fed. This 
period would be a good time to introduce new 
foods. Nourishing, easily digested foods, as milk, 
eggs, well-cooked meats, fruits and vegetables 
should compose a large part of the diet. 

An acutely ill child is seldom weighed. If the 
child has not been followed from birth by a 
private physician or a clinic, the normal weight if 
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needed, might be obtained from his school 
physical record. 
Oxygen 

In cases of severe dyspnea, oxygen per nasal 
catheter or in an oxygen tent may need to be ad- 
ministered. Frequently, the older child will be 
most comfortable in the dorsal recumbent position. 
The oxygen tent must be large enough to permit 
the bed to be raised and provide room for nursing 
care to be administered inside the tent. A trans- 
parent tent through which the child can see will 
relieve a great deal of apprehension. To prevent 
chilling, a little cotton flannel hood may be made 
to fit over his head and ears, and tie under his 
chin. Similar little jackets or robes are less bulky 
than blankets and much more comfortable for the 
child. A word of caution might well be added 
here in regard to electric heating pads. Although 
they are lighter in weight and more convenient 
than hot water bottles, they should not be used 
because of the safety of the child. The danger of 
an electric spark or short inside an oxygen tent is 
too great to permit use of electrical equipment. 
A hot water bottle can be used if tested to be 
below 110° F. It is covered with a cotton pro- 
tector and changed when cooled. It should be so 
placed that the child does not have to support the 
weight of the bottle. 

The dorsal recumbent position can best be 
maintained if the child has a foot rest which will 
place his feet at right angles to his legs. A soft 
roll is placed under his knees to permit his legs 
to rest in about a 5° angle of flexion. The bed 
clothes should not be tight and binding, but 
should fit snugly under the arms or over the 
thighs, wherever the edge of the tent will be to 
prevent the escape of oxygen. The lower bed 
clothes can be pulled over the foot rest and the 
body will not have to support the weight of the 
bed clothing. By leaning forward on a pillowed 
bed-table the child with orthopnea may be most 
comfortable. 

If nasal oxygen is used, precautions must be 
taken to prevent the child from removing the 
catheter or pulling it up to the pharynx and 
gagging. It may be necessary to restrain his hands 
by wrist restraints that are tied to the springs or 
lower support of the bed so the child will not be 
able to move his arms up and down. 


Activity 


Activity is necessarily limited and in many acute 
attacks, everything that can be done to conserve 
his energy and lessen the demand on the heart is 
done for him. The child may have no desire for 
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activity when acutely ill and so presents no prob- 
lem, but for the child who does not understand 
why his activity must be limited, diversion that 
will relax the child and demand his attention-as 
story telling, reading aloud, or playing music will 
assist in quieting and interesting him. 

With treatment and rest, the rheumatic activity 
will begin to subside and gradually activity for 
the child can be increased. As he improves he 
enters the phase termed, “Convalescent Rheuma- 
tic Fever.” 


Convalescent Rheumatic Fever 


In November, 1947, our Rheumatic Fever ward 
was opened in Kauikeolani Children’s Hospital. 
There had been many cases of rheumatic fever 
admitted and cared for in the hospital previously, 
but it was felt that the care was inadequate for 
the convalescent rheumatic. The capacity of the 
ward that was set up was 13. As an indication of 
the need for the ward, the average yearly census 
during the past year was above 12.5. The actual 
number of patients cared for during the year 
was 47. 

The ward and the equipment are set up by the 
hospital; much of the care and treatment is 
financed by the Bureau of Crippled Children. 

Children who are admitted to this ward usually 
have a Westergren sedimentation rate above 
25mm _/hr. and are over the most acute phase and 
have been established as convalescent rheumatic 
fever cases. 

At this stage the children seldom have joint 
pains, dyspnea or rashes. An occasional nodule 
may be felt or seen. 


Program of Care 

The temperature, pulse and respiration are 
taken four times a day unless there is an elevation 
and these are taken during the night also. One 
night a week, two sleeping pulses and respirations 
are taken on all the children. 

The trays are prepared in the diet kitchen and 
carry a card bearing the child’s name, ward num- 
ber and type of diet, designated by the color of 
the card. Most of them are on regular diets when 
they enter the ward. They receive mid-morning, 
mid-afternoon and evening nourishment usually in 
the form of fruit juices and crackers. Children 
on regular diets are given extra servings after 
they have eaten all the first serving. The birthday 
of each child is celebrated in some manner and it 
may be possible for the parents to arrange to 
bring food at a time like this if all the children 
in the ward are to participate. 
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Each child bathes himself. His back is washed 
by the nurse with soap and clean water, dried 
and rubbed lightly with alcohol and powder. 
They are given a clean drawsheet, towel, wash 
cloth and pajamas each day. Their entire bed 
linen is changed twice a week, barring accidents. 

On week-days school begins immediately after 
the bath. The instructor is a well qualified teacher 
from the Department of Public Education. If 
no information is sent to her from the school the 
child was attending, she determines his progress 
and begins her instruction at this point. Her 
duties are very like a country schoolteacher in 
that she has children of all ages and all grades. 
Many children have come into the ward retarded 
greatly because of their illness, and with the in- 
dividual attention she is able to give, have become 
interested in learning and have progressed very 
rapidly. 

The tray table is used as a desk and the back 
rest is raised. Sometimes the children prefer to 
sit against the wall with a pillow at their back. 
Footrests have not been used on the ward as the 
children seldom lie in a prone position unless 
sleeping. They are active during the day and 
when necessary, passive massage is employed to 
keep up muscle tone. There is no record of any 
footdrop developing among these children. 

Bed making is accomplished between instruc- 
tion periods and the top bed clothing is folded 
to the foot of the bed. A folded nap blanket is 
placed on top. On Monday, the children are 
weighed after the bath and have their hair sham- 
pooed if it is not too cold and they show no signs 
of a beginning cold. If pediculosis is found, the 
condition is treated when the children are first 
admitted to the hospital. This initial treatment 
may not have been sufficient so there is a constant 
vigilance for nits. Children with heavy hair often 
have the treatment repeated two or three times. 

The instruction period lasts until lunch time. 
Temperatures are taken and trays are passed, 
again followed by medications. 

In order to establish regularity among the 
children and eliminate the necessity of enemas, 
a time for defecation was established after lunch 
time. This has been very successful and the enema 
trays are now rarely used on this ward. 

The children have a rest period of two hours, 
from noon until 2 p.m. All the departments in 
the hospital have come to respect this period. No 
laboratory work or X-ray is done, no one comes 
to repair a drippy faucet, and even the switchboard 
rings only when it is extremely important. Most 
of the children are able to sleep. If some do not 
fall asleep they are cautioned to remain quiet and 
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permit the other children to rest. This frequently 
takes a little reminding, but all new children on 
the ward quickly become accustomed and observe 
the rest period. 


Recreation 


On warm, sunny afternoons, the children are 
wheeled to the sun lanai on their beds. Those who 
are ambulatory may walk outside and others may 
be allowed up in wheel chairs. They enjoy play- 
ing group games or singing. Each child is to 
stay on his own bed as this prevents a great deal 
of hopping back and forth with resulting over- 
exertion for the child. It is here that the parents 
visit the children at a distance of ten to twenty 
feet. This precaution is taken to prevent the 
children from coming in contact with upper 
respiratory and any other infections to which 
most of them are very susceptible. 

All personnel on the ward, nurses, doctors, 
aides, orderlies, laboratory technicians, repair men 
and even the children themselves, must have nega- 
tive throat cultures before they can enter the 
ward. All personnel with colds or other upper 
respiratory infection stay off the ward until they 
have had a negative throat culture. Any child 
with an acute infection that demands special 
treatment or may be infectious is transferred from 
the ward. One reason is that he is unable to enter 
into activities on the ward such as schoolwork and 
may have treatments that distract other children. 
Another reason is to remove a source of infection 
that might be transmitted to others on the ward, 
and because it is a convalescent ward, the children 
may be too noisy for the best treatment of a child 
who is not feeling well. 

On the days and afternoons the children do not 
have school, organized and directed occupational 
therapy by a registered occupational therapist 
occupies the children with activity that will not 
put strain upon the heart, such as making paper 
leis; painting, chalk and pencil work; weaving; 
braiding leather and plastics; making stuffed ani- 
mals; knitting and making party and ward decora- 
tions, and holiday decorations for diet trays on 
special occasions. A great deal of the material is 
furnished, but some of it must be purchased by 
the child if he wishes to use it. There is also a 
library of children’s books available to them and a 
small library of records. 

The children are permitted to have radios. 
“Music by Muzak”’ is available on the ward and 
is used at times when it does not interfere with 
other activity. This music is used to a great extent 
in the evening hours after supper and before bed 
time. Frequently the children play group games, 
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that will serve to quiet them before they go to 
sleep. These games are followed by back care as 
was given with the morning bath. Rarely do the 
children need sedatives for sleeping. 

A daily schedule for each child for a period of 
a week is placed on his chart. The activity planned 
is written in by various members of the staff who 
plan the activity program. This has proved of 
greatest benefit in orienting new personnel who 
come to the floor and in correlating activities of 
all departments engaged in the care of the chil- 
dren. 

Discipline 

One of the biggest problems on the ward is 
that of teaching the children to limit activity and 
the closely associated problem of discipline in 
order to assure restricted activity. While it is 
important to have discipline in order to accom- 
plish the work to be done on the ward, the more 
important reason is to limit exertion of the chil- 
dren. The child who is allowed to shout and 
swing from the edge of his bed all day cannot 
hope to progress as rapidly as the child whose 
activities are of a quieter nature. Many of the 
children have little sense of responsibility, and 
discipline must be enforced by adults. Discipline 
on the ward is enforced with a positive approach. 
The child is told what he can do rather than 
what he cannot do. If occupied with activity that 
demands his attention without demanding too 
much from his heart, he has little time to engage 
in prohibited antics. 

It becomes necessary at times to restrict privi- 
leges. The child is informed of his wrong doing 
and why the privilege has been removed. Often 
the social approval of the group in the ward will 
serve to keep the child “in line.” Unfortunately, 
this principle of discipline works in reverse, for 
he may receive more attention if noisy and un- 
cooperative, then when he is behaving well. One 
of the agreements among the personnel on the 
ward is that restriction placed on a child shall be 
carried out by all personnel. The children know 
this and have even been known to inform mem- 
bers of an oncoming shift if the nurse has failed 
to relay the information. We do not pretend to 
be authorities on child behavior and discipline. 
Our principle is to be as democratic and fair with 
the children as possible and above all to be honest 
with them. Their treatment and progress are our 
first consideration. All else comes second. 

The ward is built with three double cubicles 
on the side of the aisle and three double cubicles 
and one single on the other side. The windows 
are under the eaves above the eye-level of the 
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children on the sides of the ward and are at eye- 
level on the end wall. By opening and closing 
these windows it is possible to keep the room 
well ventilated at all times. The one difficulty is 
heating in the winter time, as it is an open ward 
and difficult to heat with electric heaters. The 
children are given extra blankets and night rounds 
are made frequently to be certain they are well 
covered. Especially on cloudy days, daylight is 
not sufficient for studying. Each child has a 
fluorescent light suspended above his bed that 
supplies adequate light for reading and working. 

The cubicles are provided with privacy during 
rest hours by colorful curtains that are easily 
drawn and are washable. They were presented to 
the ward by a group of club women who have 
shown a keen and active interest in the ward, and 
have done a great deal to provide the children 
with the “extras,” books, games and parties. 

Because it is meeting such a great need and is 
the first such project in the territory, the ward 
should receive rather wide publicity. When pic- 
tures are to be taken it is necessary to obtain writ- 
ten permission from the parents for pictures of 
their children to be printed. 


Social and Economic Aspects 


The medical-social service department obtains 
social histories of the children that are useful to 
the physician in aiding his diagnosis and treat- 
ment. Very often a mood of depression displayed 
by a child may be explained by information the 
social worker has supplied about the home condi- 
tions of the child. It thus helps the nursing staff 
to understand the child. This information be- 
comes especially important when the child is to 
be discharged from the ward. A thorough investi- 
gation of the home, social, physical and economic 
must be made with a clear understanding by the 
social worker of the activities that will be allowed 
the child if he is sent home. Will he have a bea 
to himself? If not, how can one be made avail- 
able? What are the bathing and toilet facilities? 
Are there any steps for him to climb? Will he go 
to school? Will he walk or ride? Will all his 
classes be on the ground floor? Will he have hot 
lunches or will he go home for lunch? Will his 
diet be adequate? Is the area where he lives too 
damp? Is there an acceptance by the parents of 
the limitations under which the child will be? 
Are they willing to cooperate with the treatment 
outlined for the child when he is discharged? 
Would it be better to send the child to a foster 
home? 

These are but a few of the questions that must 
be satisfactorily answered before the child is 
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discharged. Specific instructions must go home 
with the mother. She should be given a schedule 
of activities for the day. A list of good foods 
and a few menus would be very helpful. The 
medications, if any, are sent home. The mother 
must know how to administer them and when. 
If the child is to be sent home on sulfa, she must 
be advised about the need of increased fluid intake 
and must be warned to watch for any red-tinged 
urine. She must know when her child is to return 
for a check-up. She must be cautioned of the 
dangers of reinfection and of a recurrent attack 
that may follow. She must be acquainted with 
the activity which the child is allowed and should 
receive some suggestions as to how she can plan 
to occupy the child. Prevention has been men- 
tioned but it must be stressed. The importance 
of keeping the child away from crowds, drafts, 
and people with upper respiratory infections, 
needs to be stressed. 

It is most fortunate if the parents have an 
optimistic outlook and do not show their child 
morbid attitudes about his prognosis. Many of 
these attitudes may be difficult to change, so it is 
important that the nurse be optimistic and inter- 
ested and endeavor to impart a bit of this feeling 
to the parents. The other extreme may exist, 
wherein the parent sees his child as a physical 
specimen uncrippled in appearance and refuses to 
believe a little activity now and then will hurt 
him and is unwilling to cooperate with directed 
treatment. These people may be won if they are 
given some instruction regarding rheumatic fever. 

These problems must be met and suitably 
worked out if there is to be successful treatment 
of the convalescent rheumatic fever child. The 
nurse must acquaint herself with the nursing prob- 
lems to be solved, in each case a bit different, and 
work cooperatively with all to meet the challenge 
and by so doing, “give rheumatic hearts a chance.” 
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FOLLOW UP CARE FOR THE RHEUMATIC 
CHILD 


ANGIE CONNOR, M.D. * 
and 
JEANNETTE BEDWELL, P.H.N. f 


HE child who has once had an attack of 

acute rheumatic fever has embarked upon a 
“rheumatic career,” with all its dangers of re- 
crudescence of infection and progressive cardiac 
damage. In order to minimize the likelihood of 
repeated rheumatic episodes and subsequent 
chronic heart disease, the post rheumatic child 
must be followed very closely. This follow-up 
should be directed toward three goals: first, regu- 
lation of environment; second, good nutrition; 
and third, prevention of certain bacterial infec- 
tions which act as the trigger mechanism for 
rheumatic episodes and subacute bacterial endo- 
carditis. 

Often the routine of the home has to be modi- 
fied to provide a relatively calm and secure en- 
vironment for the rheumatic child. Healthful 
living conditions, first and foremost, demand an 
understanding attitude on the part of the parents 
and other members of the family. Provision needs 
to be made also for the best possible physical con- 
ditions in the home. The services of the medical 
social worker may be used here to ameliorate any 
emotional tensions, as well as to point out, and, if 
necessary, to help arrange for adequate sanitary 
facilities and sufficient space to alleviate over- 
crowding. The services of the public health 
nurse are also invaluable, not only in helping 
interpret the physician’s findings and recommen- 
dations to the family, but also in assisting them 
in carrying out measures that will maintain the 
proper familial attitudes and a suitable physical 
environment over a prolonged period of time. 

The best possible diet is a prime consideration 
in the care of the rheumatic child. Although it 
has been well shown that no specific nutritional 
factor is paramount in importance, nevertheless 
a diet which provides all of the dietary elements, 
and is high in protein and vitamins is essential 
for rheumatic children. In fact, it has been 
demonstrated that recrudescences of rheumatic 
fever can be decreased by optimum diet alone. 
The continued efforts of the nutritionist, the pub- 
lic health nurse and the medical social worker are 
all necessary to educate the family in the nutri- 
tional requirements of the child, and to help make 
the proper food available, if the family cannot 
provide it. 


* Pediatrician, Territorial Board of Health. 
+ Rheumatic Fever Nursing Consultant, Territorial Board of Health. 
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In addition to the necessity for a good menta 
and physical environment and an optimum nutri 
tional status to keep the rheumatic child well 
there is another factor which is of vital im 
portance. The prevention of respiratory infec 
tions, particularly those caused by the hemolytic 
streptococcus, is essential, since these infection: 
often precede rheumatic flareups. Fortunately, we 
have at present relatively cheap and safe therapeu- 
tic agents, sulfonamides and penicillin, which 
when given in small daily doses help prevent the 
implantation of streptococci in the post-rheumatic 
child and thus minimize rheumatic recurrences. 
Such prophylaxis necessitates regular visits to the 
physician for careful supervision. Medical investi- 
gators report an astounding decrease in the num- 
ber of subsequent rheumatic attacks when these 
drugs have been employed. 

Besides the need for close medical supervision 
when chemo-therapeutic or antibiotic methods are 
employed to reduce the chances of recurrent rheu- 
matic infections, regular visits to the physician are 
necessary in order that he may supervise the gen- 
eral health of the child, and advise parents, pub- 
lic health nurses, teachers and others interested 
in his care as to his progress. The physician, dur- 
ing these visits, constantly searches for any evi- 
dence of rheumatic activity, or any sign of cardiac 
disability, for only by careful watching can he 
recognize rheumatic activity early, and place the 
child at bed rest before more cardiac damage 
ensues. Just as the physician in recent years has 
emphasized the early detection of rheumatic ac- 
tivity and the prevention of rheumatic recrudes- 
cences, so it is necessary that nurses, parents, 
teachers and others turn their attention away from 
heart murmurs and the restriction of activity to 
an awareness of the signs and symptoms of the 
onset of a rheumatic infection. The child himself 
should be helped to develop a sense of responsi- 
bility for avoiding infection, and for living as 
normal and independent a life as possible. The 
average rheumatic child can partake of all the 
normal activities of childhood, with the possible 
exception of competitive sports, when the rheuma- 
tic infection is quiescent. If, on the other hand, 
the rheumatic infection is active, the child should 
be at complete bed rest. 

In summary, good after-care of the rheumatic 
child involves a long-term period of close super- 
vision of his environment and his dietary habits. 
In addition, every effort must be made to keep 
him free from respiratory infections, and his medi- 
cal supervision must be geared to detect the earl- 
iest evidence of recurrent infection. This is a 
task which involves not only a physician-patient 
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relationship, but also the cooperative teamwork 
of the family, nurse, teacher, social worker and 
others. 

In an effort to meet the needs of children with 
rheumatic fever, including the three prime objec- 
tives of long-term follow-up, there has recently 
been established a rheumatic fever program in the 
Territory of Hawaii. This program, made possible 
by a grant of federal funds, is administered 
through the Bureau of Crippled Children of the 
Territorial Health Department. At present, the 
program is limited to the Island of Oahu, but it is 
hoped that it may later be expanded to meet the 
needs of rheumatic children throughout the Terri- 
tory. By the cooperation of the Kauikeolani Chil- 
dren’s Hospital, The Queen’s Hospital, the medi- 
cal profession, and the Bureau, a convalescent 
ward for the care of children with rheumatic 
fever has been set up at Children’s Hospital, and 
rheumatic fever clinics are held at The Queen’s 
Hospital Outpatient Department. The services 
of consultant pediatricians and cardiologists are 
available, along with the services of public health 
nurses and medical social workers, in a coordi- 
nated effort to help the rheumatic child avoid 
crippling heart damage due to rheumatic fever. 
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HISTORY OF THE HAWAII LEAGUE OF 
NURSING EDUCATION 

For several years before the formation of the 
Hawaii League of Nursing Education, the Edu- 
cation Committee of the Nurses’ Association, 
Territory of Hawaii was called upon for help in 
matters regarding nursing education. The Board 
for the Licensing of Nurses did not have the 
authority nor the personnel to survey and advise 
schools of nursing. Therefore this Committee 
was often called upon to carry out such functions. 
When Miss Valentine came to survey schools for 
accreditation and to help the Board for Licensing 
in setting up the machinery for licensing and 
accreditation under the revised Nurse Practice 
Act, the need for help from those engaged in 
nursing education and directly representing the 
education as programs themselves became appar- 
ent. Nurses, now members of the League, served 
on various advisory committees at the request of 
the Board. At the time, problems arose which 
revealed the need for a continuing organized 
group to study and make recommendation on 
problems which involved coordination of efforts 
of all those engaged in nursing education such as 
recruitment, most effective use of affiliation facili- 
ties, university programs, and the like. 
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At the instigation of Mrs. Mildred Pinner, the 
first president, an organization meeting was called 
at the University of Hawaii to which more than 
40 nurses responded. From that meeting, com- 
mittees continued the work of setting up the or- 
ganization. It was officially recognized at the 
National League’s annual meeting in Seattle in 
September 1947, with Mrs. Pinner accepting the 
recognition in true Hawaiian manner. 

The Board for Licensing of Nurses and the 
Nurses’ Association, Territory of Hawaii already 
had and would continue to have problems to 
throw in the lap of this newly organized group, 
so it was only natural that the Nurses’ Associa- 
tion should ask the Hawaii League of Nursing 
Education to officially serve as its committee on 
Nursing Education which it consented to do and 
has done. 

This sensing of a need, the joining together of 
experts to meet the need, and the recognition of 
the group as a consultant on educational problems 
by other associations reveals the ‘growing up” 
of nursing Hawaii. 

VIRGINIA A. JONES 
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At the November 17 meeting of the Hawaii 
League of Nursing Education, the membership 
voted to send to the Inter-Island Nurses’ Bulletin 
the following letter of appreciation to Charter 
Members and to the first president, Mrs. Mildred 
M. Pinner. 

The Hawaii Chapter of the National League of Nurs- 
ing Education has passed its first birthday. 

On January 20, 1947 our first meeting was held for 
the purpose of organizing this chaper. At that time 
there were 40 members in the Territory. Our formal 
acceptance into the National League took place Sep- 
tember 8, 1947 at the 51st Annual Convention of the 
N.L.N.E. 

Because of good leadership, we are now well estab- 
lished and are ready to take our place in the community 
as an integral part of the nursing program. 

At this time may we express our appreciation to our 
first president, Mrs. Mildred Pinner, and to all others 
who assisted her in making this project successful. 

Board of Difectors 
Territory of Hawaii 
League of Nursing Education 
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Attention: Directors, Instructors, Supervisors, Head- 
nurses, Public Health Nurses and those 
engaged in Nursing Education. 


Dear Teammates and Prospective Teammates: 


The Hawaii League of Nursing Education has just 
passed its first birthday. The team has worked well 
cogether but needs more members. It serves as the Edu- 
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cation Committee of Nursing in the Territory and we 
need every person eligible to work with us in order to 
make nursing in Hawaii what it should and can be. 

Won't you join us? Find out how you may join from 
your Director of Nursing or write us at League Head- 
quarters, Mabel Smyth Building, Honolulu. Team- 
mates, pass on the information to all of those nurses 
whom our by-laws and constitutions state may be on 
our team. 

“Any nurse, (1) holding an advisory, executive, 
teaching, supervisory, assistant supervisory, head nurse 
or assistant head nurse position in an educative or pre- 
ventive organization or in a government service em- 
ploying nurses or (2) holding a position as director of 
nursing service in a hospital without a school of nursing 
or (3) holding a position as administrator or instructor 
in a school of practical nursing approved by the legally 
authorized state accrediting agency or the National 
Association for Practical Nurse Education.” 

We pay a membership fee of $7.00 which we con- 
sider is a small investment in comparison to the satis- 
faction received. 

For the year 1949, shall we set our goal to enroll all 
eligible members, place them in whatever position they 
best qualify on this team and work together to accom- 
plish some definite goals for the year to come? 

Are you doing your best, teammate? 

Yours for a successful year in nursing, 

ANNE M. FISHER, President 
Hawaii League of Nursing Education 
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THE HAWAII LEAGUE OF NURSING 
EDUCATION OF TODAY 


Miss Anne M. Fisher presided at the meeting 
of the Hawaii League of Nursing Education on 
Wednesday, November 17 at Mabel Smyth Audi- 
torium. A delightful program of entertainment 
was provided by the dramatic students of Mc- 
Kinley High School and by the student nurses of 
St. Francis Hospital School of Nursing. Follow- 
ing the program, mimeographed copies of the by- 
laws were distributed and a general discussion 
on the organization, aims and activities of the 
Hawaii League of Nursing Education was held. 

Officers and committee members appointed for 
the coming year include: 

President: Miss Anne M. Fisher. 

Vice-President: Mrs. Arlene Thompson. 

Secretary: Miss Miriam Keller. 

Treasurer: Miss Jeanette Seo. 

Board of Directors: Sister Walter Damien, Miss Vir- 
ginia Null, Miss Alison MacBride. 

Curriculum Committee: Miss Annetta Bilger, Chair- 


man, Sister Mary Albert, Miss Anne Chang, Miss Esther 
Conroy. 

Membership and Eligibility: Mrs. Rae Keleher, Chair- 
man, Miss Virginia Null, Mrs. Ruth Jacot, Mrs. Mar- 
garet Makekau, Miss Marjorie Namiki. 

Measurements, Educational Guidance and Recruit- 
ment: Sister Mary Albert, Chairman, Miss Mildred 
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McFerren, Mrs. Mildred Pinner, Mrs. Arlene Thompson 
Miss Jean Ono. 

Arrangements, Program and Publicity: Miss Elsie 
Ho, Chairman, Mrs. Anice Olson, Sister Mary Laurine, 
Miss Arlene Sprunger, Miss Alison MacBride. 

Executive and Finance: Miss Jeanette Seo, Chairman 
Sister Marie Therese, Mrs. Patricia Rocha, Mrs. Luella 
Kunkel. 


Revisions: Sister Walter Damien, Chairman, Miss 
Inez Lange, Miss Alice Shida. 
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INDUSTRIAL NURSE SECTION 


The bi-monthly meeting of the Industrial Nurse 
Section was held November 9 at Mabel Smyth 
Building. Dr. Y. T. Wong spoke on ‘Mental 
Hygiene,” a subject of much interest to the nurse 
in industry. 

Officers elected for the coming year: President, 
Mrs. Lois Bell (Liberty House); Vice President, 
Miss Margo MacDermid (Oahu Transport Com- 
pany); Treasurer and Corresponding Secretary, 
Miss Mabel Cadonau (Inter-Island Steam Navi- 
gation Co.); Recording Secretary, Miss Virginia 
Doyle (Libby, McNeill and Libby); Program 
and Entertainment, Miss Millicent Larsen (Hono- 
lulu Rapid Transit Company). 

Guests are always welcome at Section meetings. 
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RED CROSS DISASTER NURSING 
INSTITUTE 

The Hawaii Chapter of the American Red 
Cross is in the process of recruiting nurses for 
community service under the new Red Cross en- 
rollment plan. The principal objective of this 
new plan is to provide greater benefits to each 
community through the service of Red Cross 
nurses in peacetime health programs as well as in 
disaster. The old and now discarded nursing pro- 
gram which maintained a reserve of nurses for the 
army and navy is no longer necessary since the 
military services now have their own Nurse Re- 
serve Corps. 

To enable‘nurses to qualify for enrollment, and 
also to provide a refresher course for nurses 
already enrolled, a Red Cross Institute for Disaster 
Nursing was recently held at Mabel Smyth audi- 
torium. Future planning includes periodical in- 
stitutes on various subjects of interest to nurses. 
The first four sessions were attended by 143 
nurses. 
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DIAMOND JUBILEE REVIEW 


Observance of Nursing Progess Week and 
Linda Richards Day in Hawaii served to bring 
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together in enthusiastic interest a large number 
of nurses and other members of the community 
vho could well review with pride a history of 
.chievement in nursing in the Territory during 
the past 75 years. As elsewhere throughout the 
nation, all Island district associations carried out 
srograms of tribute to those nurses who had made 
this history possible. 

The Maui and Hawaii Associations held ban- 
juets on Linda Richards Day and the Kauai and 
Honolulu Associations held receptions. News- 
»apers on all the islands were generous with pub- 
icity and an island-wide radio program depicting 
he life of Linda Richards was presented by Sta- 
ion KHON. 

Nurses especially honored at the Maui program 
vere Mrs. Lei Robinson, Mrs. Corrine Freeman, 
irs. Miriam Schmidling, Miss Beatrice Fujimoto, 
Mrs. Mary Dunn, Mrs. Anne Gillin, Mrs. Gloria 
‘oster, Mrs. Margaret Weight, Mrs. Modesta 
singlehurst, Miss Louise Anderson, Mrs. Mar- 
zaret Kinney, Mrs. Molly Martin, and Mrs. Lily 
Robertson. Several of the pioneer nurses gave 
ntertaining reminiscences of their early experi- 
‘nces on Maui. Miss Dorothy Gray and Miss 
isabelle Chung were in charge of the program and 
Miss Eileen MacHenry, publicity. 

Hawaii District Association charter members 
especially honored were Mrs. George Lowson, 
Miss Margaret Campbell, Mrs. V. Marcallino, 
Mrs. Ethel McGuiness, and Miss Helen Gorsuch. 
Miss Roberta Lindberg, supervisor of nurses at 
Hilo Memorial Hospital, presented an account 
of the dramatic growth of the nursing profession; 
Miss Winifred Golley, supervisor of Public 
Health Nurses on Hawaii, brought out the accom- 
plishments of the public health service. Planta- 
tion nursing evolution was presented by Miss 
Annette Hammersland of the Hilo Sugar Com- 
pany. Miss Mary E. Stanley of Puumaile Hos- 
pital was in charge of the program, assisted by 
Mrs. Lowson, Miss Moira Wilson, and Miss 
Lindberg. 

Ten of Kauai’s eleven charter members were 
guests of honor at a reception: Mrs. Claire Carra, 
Mrs. Martha Coney, Mrs. Josephine Cortezan, 
Miss Thelma Hensley, Mrs. Doris Hiramoto, Miss 
Mary Kaiser, Mrs. Miyoko Masunaga, Miss Mabel 
Wilcox, Miss Edith Weatherburn, and Mrs. 
Lillian Yamada. Mrs. Anne Clapper, another 
charter member was unable to attend. 

A play built around the story of Linda Richards, 
written and directed by Miss Elizabeth Middleton, 
superintendent of Wilcox Memorial Hospital, 
climaxed the evening. Miss Ruth Pekkla, Miss 
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Virginia Sellers, and Miss Edith Hinchcliffe took 
part in the production. 

In Honolulu a 200-voice student nurse chorus 
presented a program in the Mabel Smyth Memor- 
ial Building on the afternoon of November 16 
for intermediate and high school girls who are 
interested in nursing, and in the evening for the 
general public. Approximately 1,000 people were 
present for the two performances and to attend the 
reception in the evening. 

Charter members honored were Mrs. Julia 
King, Mrs. Jane Sinclair, Miss Teresa Malcolm, 
Miss Mary Merrill, Miss Alice Arnold, Mrs. J. T. 
Wayson, and Mrs. Olive Sill Hinman. 

Exhibits of nursing school pins and caps at- 
tracted much attention as did exhibits of hobbies, 
photographs, nursing treatment equipment, books, 
and dolls dressed in replicas of historical nursing 
costumes. Two department stores arranged special 
window displays and the Library of Hawaii had 
a special exhibit of books on nursing. 

Mrs. Esther Stubblefield, general chairman, 
was assisted by Miss Elsie Ho, Miss Olga Larson, 
Mrs. Myrtle Schattenburg, Mrs. Amelia Garcia, 
Sister Walter Damien, Mrs. Rose Yuen, Miss Ber- 
nadette Yoshina, Miss Jeannette Seo, Miss Mar- 
jorie Namiki, Miss Eleanor Enomoto, Mrs. 
Miyoko Azuma, Miss Alma Whitman, Mrs. 
Dorothy Tong, Miss Fumi Suzuki, Miss Alavana 
Chang, Mrs. Flora Ozaki, Miss Martha Rothwell, 
Miss Itsuko Tokumuro, Miss Hisako Yoshida, 
Miss Kiyoko Yafuso, Miss Kimuko Yamasaki, 
Miss Michiko Kikugawa, and Mrs. Elaine John- 
son. 


7 v 7 


KAUAI NEWS NOTES 
Samuel Mahelona Memorial Hospital 


Miss Lillian Chong, a graduate of the Queen's 
Hospital School of Nursing, has returned from 
the mainland to become director of the occupa- 
tional therapy department. 

Miss Chong spent eighteen months at the Phila- 
delphia School of Occupational Therapy studying 
medical theory, crafts and application. School 
affiliation included the University of Maryland 
for orthopedic and functional work; New Jersey 
State Hospital, Trenton, for the mentally ill; Mon- 
tefiore County Sanatorium, Bedford Hills, New 
York, for tuberculosis patients. She remained on 
the staff of the New Jersey State Hospital for 
one year before returning to Hawaii. 

Prior to her period of study on the mainland, 
Miss Chong was a member of the Mahelona Nurs- 
ing Staff for three years. 
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Miss Rebecca Jane Tuttle, a graduate of High- 
land School of Nursing, Oakland, California, 
joined the nursing staff in September. 
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Miss Esther Igarashi, graduate of the Kuakini 
School of Nursing, was married to Mr. Masaichi 
Kono on November 29, 1948. Mr. Kono is also 
employed at Mahelona. 

PEGGY ISHIMOTO 
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Mental Hygiene Society 


Plans for a mental hygiene society on Kauai 
have been developed. Fifty enthusiastic members 
have already joined the organization, but at pres- 
ent officers have not been installed. Mrs. Mar- 
garet Hackfield of the Mental Hygiene Society 
spoke to various interested community groups on 
November 22, 23 and 24, which included 
Waimea PTA, Kapaa and Lihue teacher groups, 
and Kilauea PTA, and also spoke at a special 
luncheon held at Kauai Inn. 
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Personals 


Miss Glynna Jones of Niles, Michigan, re- 
cently joined the public health nursing staff of 
Kauai, and has been assigned to the Kilauea Dis- 
trict. She was previously associated with the 
health department of Dearborn, Michigan and 
the health department of the City of Los Angeles 
and also served as night supervisor at Seattle 
General Hospital. 
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Miss Gertrude Finnemore, previously public 
health nurse for Kilauea District, has completed 
special study at Shriner’s Hospital in San Francisco 
and is now working at Kalaupapa Settlement, 
Molokai. 
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Miss Willa Shell, heroine of the 1946 tidal 
wave disaster in the Kilauea District, has written 
Miss Dorothy Teall about her work at Mineral 
Springs Sanatorium, Cannon Falls, Minnesota. 
She is in charge of records, x-ray reports and 
correspondence for eight counties and also confers 
with county nurses. Miss June Triplett, former 
Lihue public health nurse, is now working in one 
of these counties. 

KIMIE TAMASHIRO 
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Excerpts from a newsy letter written by Rosic 
Kim Chang to Helen Gage will be of interest to 
a great many individuals in Honolulu and else- 
where in the Islands. Rosie was formerly a 
supervisor at Queen’s Hospital and is now resid- 
ing in Pittsburgh, Pennsylvania, where her hus- 
band is enrolled in dental college. She was presi- 
dent of the City and County of Honolulu Nurses’ 
Association in 1946. 

‘Janice Mickey is now Director of Public 
Health Nursing in Pittsburgh! I read this in the 
Pennsylvania Nurse, September issue. She took 
over on September 15. Last week I called her 
and we had dinner together. It was wonderful 
to speak to someone from Honolulu . . . She 
misses the Honolulu nurses and the Islands. 

“Vera Hansel and Louise Bailey are also here. 
Both are taking courses at the University. I have 
not seen them but will most likely, at the nurses’ 
convention next week. . . . Harriet Link who 
worked at Queen’s is also here. 

“Dr. Hornick’s mother lives in Pittsburgh. 
Have not met her yet. His cousin says that Dr. 
H. is taking courses at Columbia U.—Psychiatry. 

“Smoke control has done wonders here. The 
air is fresher and cleaner. There is still more 
work being done along these lines. Someday 
Pittsburgh will be known as the smokeless city . . . 

“Heard from Jessie Kohr. She is now on the 
faculty at Pasadena City College and in sole 
charge of practical nurses. . . .” 
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